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“\REEMAN (24) states that non-venereal 
Bb prostatitis is a definite entity, and that at 
least 20 per cent of cases of prostatitis are 
non-venereal. He contends that the prostate is a 
definite portal of entry for bacteria and shouid 
always be considered a possible focus of infection. 
Non-specific prostatis may be secondary to a 
focus elsewhere. Therefore in the treatment of 
prostatitis other foci of infection should be re- 
moved or cleaned up. Boyd (3) says that the use 
of heat in the treatment of prostatitis assists the 
body in localizing and overcoming infections by 
temporarily increasing the circulation, favors 
absorption, and relieves pain. As the parts should 
be kept at rest, he regards it as inadvisable to 
apply the heat by injecting hot water and having 
the patient expel it. Instead, he advocates the use 
of a two-way rectal tube made of metal. 

Bohannan (2) reports a case of marked urticaria 
in which prostatitis was the only pathological 
condition found and treatment of the prostatitis 
resulted in relief of the urticaria. He believes that 
latent prostatitis is frequently a focus of infection 
causing neuritis, arthritis, ocular lesions, and 
other pathological conditions. 

From the extensive study of autopsy material 
and the cysto-urethroscopic findings in clinical 
cases, Hyams and Kramer (32) conclude that 
fibrosis of the vesical orifice is due definitely to 
inflammation from surface infection or irritation 
of the submucous glands of the vesical neck and 
trigone. The inflammation preceding the fibrosis 
and causing obstruction of the vesical neck they 
term “ prefibrotic median bar.”” This condition is 
always associated with an inflammatory reaction 
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in the prostate, seminal vesicles, and ejaculatory 
ducts. There may or may not be residual urine. 
Patients with prefibrotic changes at the vesical 
neck complain more of discomfort or spasm at the 
internal sphincter than those with fibrotic median 
bar. In prefibrotic changes the punch or cutting 
current proves ‘unsatisfactory and often exagger- 
ates the symptoms. The treatment of choice is 
dilatation and the local application of heat. 

Cancer of the prostate has been much discussed 
in the urological literature of the past year, chiefly 
with respect to its treatment by transurethral 
resection. Caulk and Boon-Itt (g) reported 222 
cases of carcinoma of the prostate. They state 
that this condition is responsible for 5.6 of every 
1,000 male deaths. They emphasize the impor- 
tance of the correction of chronic inflammation 
in its prevention. Their treatment consists of a 
cautery punch operation to relieve obstruction 
supplemented by radium and X-ray therapy. 
Relief of obstruction was obtained in 72 per cent 
of their cases. Twenty-nine per cent of their pa- 
tients survived for three years or longer and 1:0 
per cent for five years or longer. 

Ferguson (22) concluded from his own cases and 
the reports of others that cancer of the prostate 
does not always originate in the posterior lobe as 
has been believed. It has been definitely shown 
that cancer may arise in any portion of the pros- 
tate or its accessory lobes. Ferguson groups car- 
cinomata of the prostate into 3 groups according 
to the symptoms, histological findings, and degree 
of malignancy. In addition, he classifies them 
clinically from the standpoint of irradiation 
therapy into the following 2 groups: 
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1. Those suitable for palliative therapy only. 
Such tumors are of considerable size and have 
formed demonstrable metastases. Palliation may 
be secured by external irradiation alone. 

2. Those suitable for radical therapy. Such 
tumors measure less than 5 cm. in diameter and 
have formed no metastastes. For this group a 
lethal tissue dose requires the use of both external 
and interstitial irradiation. 

For temporary relief, Colston and Lewis (15) 
have suggested the punch operation in its varying 
forms. They classify cases of malignant disease 
of the prostate into: (1) those in the early stages 
which are suitable for radical operation; (2) those 
without marked urinary obstruction, but too far 
advanced for radical removal, in which irradiation 
with the X-rays or radium may inhibit or cause 
some retrogression in the growth; and (3) those 
with varying degrees of obstruction, which may 
be relieved by local and radium therapy. 

Colston and Lewis advocate permanent supra- 
pubic cystotomy only as an emergency or pallia- 
tive measure. 

Fruchaud (25) reports a case of advanced can- 
cer of the prostate in which marked urinary symp- 
toms and retention were overcome by suprapubic 
cystotomy. A biopsy diagnosis of carcinoma of 
the prostate having been made, 480 mc. of radium 
were given within a month by means of radium 
needles introduced transperineally and radium 
seeds introduced by the abdominal route. Four 
and one-half years later, when the patient pre- 
sented himself for hernial repair, he was in very 
good condition. The prostate was small, not in- 
durated, and showed no signs of cancer. 

A study presenting the clinical and X-ray find- 
ings in 13 cases of bone metastases from cancer of 
the prostate which had no local diagnostic fea- 
tures was published by Haguenau and Gally (30). 
Common sites of metastases were the vertebrae, 
iliac bones (particularly at the sacro-iliac junc- 
tions), and the epiphyses of the long bones. 

DeRom and Thomas (20) reported a case of 
rhabdomyosarcoma of the prostate in which the 
diagnosis was confirmed at autopsy. 

Among the articles concerning suprapubic 
prostatectomy which have appeared in the past 
year was a discussion by Rathbun (49) of several 
phases of prostatism and prostatectomy about 
which there is still a difference of opinion. Cardio- 
vascular complications are very common and 
were responsible for the majority of deaths in 
Rathbun’s cases. Rathbun subscribes to the view 
that prostatic hypertrophy is primarily a vascular 
disease, and emphasizes that an experienced in- 
ternist should be in close co-operation with the 
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surgeon. As most patients develop urinary infec- 
tion, he believes it advantageous to allow this to 
occur before prostatectomy so that the patient’s 
resistance to it can develop. For the control of 
hemorrhage, he carefully places a pack in the 
prostatic bed. He has all of his patients typed 
for transfusion, and always performs the prostat- 
ectomy in 2 stages. 

Toxic psychosis is a very important complica- 
tion, but receives little attention in textbooks or 
the literature. Rathbun believes the underlying 
factors to be cerebral arteriosclerosis, sepsis, and 
uremia. The treatment consists of the dilution 
and elimination of toxins and drug control of vio- 
lent delirium. 

Keyes (33) reviewed prostatic surgery from the 
standpoint of his own and his father’s results in 
the period from 1890 to 1930. In contrast to 
Randall, he believes there is not uncommonly a 
sclerosis of the prostate distinct from the sclerosis 
of the vesical neck. The operation he prefers for 
vesical neck sclerosis is suprapubic resection by 
means of a rongeur. He employs this method in 
cases in which the Caulk and Young punch have 
failed. He has not used the urethral procedure o/ 
Davis or McCarthy. 

Kretschmer (35) stresses the fact that pre- 
operative care by the urologist and internist has 
decreased the mortality of prostatectomy. He 
states that the internist has done much by im- 
proving the condition of patients suffering from 
benign hypertrophy of the prostate with com- 
plicating factors such as cardiac, diabetic, and 
other general disorders. He discusses also the 
urological preparation of the patient with the in- 
dwelling catheter or by suprapubic cystotomy. 
He states that both methods have staunch acd- 
herents and that he has had good results from 
both of them. His routine pre-operative examina- 
tion consists of chemical examination of the 
blood, tests of kidney function, cystoscopic ex- 
amination, flat-plate X-ray examination of the 
genito-urinary tract, and occasionally intravenous 
pyelography. 

Riches and Muir (50) studied the prostate 
gland and the history in 114 cases of prostatec- 
tomy in an attempt to establish a relationship be- 
tween the type of prostate, the symptoms, and 
the prognosis after prostatectomy. The follow- 
ing histological classification of benign prostates 
is suggested: (1) glandular enlargement, (2) 
intermediate form with some fibrosis in the 
glandular tissue, (3) fibrous prostate, and (4 
calculous prostatitis. 

Riches and Muir conclude that complications 
are fewest, the mortality is lowest, and the end- 
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results are most satisfactory in the glandular 
type; the mortality is highest in the calculous 
type; and the end-results in the fibrous and cal- 
culous types are less satisfactory than those ob- 
tained in the glandular type. No attempt is 
made to evaluate the different operations, and 
the general physical condition of the patients is 
not taken into consideration. 

Lichtenstern (36) has performed 600 prostatec- 
tomies with a mortality of 3.8 per cent. He at- 
taches great importance to the pre-operative 
study of the case. He supplements his clinical 
impression of the patient by: (1) experimental 
polyuria; (2) quantitative estimations of the uri- 
nary salts on consecutive days; (3) determina- 
tions of the nitrogen excretion on a known protein 
diet; (4) determinations of the blood urea and 
total non-protein nitrogen; (5) an attempt to 
simulate the strain imposed on renal function by 
prostatectomy by placing the patient on a high 
nitrogen, high chloride, and limited fluid intake 
and then studying the blood chemistry; (6) a 
study of renal function by intravenous urography 
and (7) a study of the residual urine in the 
bladder. 

In the cases of patients with a small amount of 
residual urine Lichtenstern is not opposed to bi- 
lateral ligation of the vas and deep X-ray therapy. 
In the cases of patients with a large amount of 
residual urine who are not good operative risks, 
he implants radium in the lobes of the prostate 
through a perineal incision. However, in the 
majority of cases he performs a suprapubic 
prostatectomy, preferably in a single stage. 

Caika (7) emphasizes the importance of thor- 
ough preparation of the patient by a 2-stage 
operation except in early cases. For malignancy 
of the prostate he favors the perineal operation 
because the capsule and seminal vesicles can also 
be removed in this way. 

Cholcov (11) believes that infection is the 
greatest danger of prostatic hypertrophy with 
obstruction. Mechanical damage to the kidney 
due to backpressure is also important. In early 
cases, prostatectomy is not especially dangerous. 
In later cases, a 2-stage suprapubic operation 
should be done. A Pilcher bag is used for he- 
mostasis. 

Devine (21) suggests several refinements in the 
technique and after-care of prostatectomy. He 
uses special ‘spoon retractors” which distend 
the bladder wall. They serve also for illumination 
as they contain a small electrical lamp. With the 
patient in the Trendelenburg position, one 
‘“spoon”’ may be used to catch the blood which is 
removed by suction. 
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In the removal of the gland, a circular incision 
is first made around the internal urethral orifice. 
The prostate is then dissected out, the dissection 
starting on its posterior surface. Bleeders are 
clamped or tied. After removal, the mucous mem- 
brane in the vicinity is dissected up and stitched 
to the prostatic bed. To aid in the healing a spe- 
cial drainage tube with a suction attachment is 
inserted as far as the cavity from which the 
prostate was removed. 

Crosbie (17) is opposed to catheter drainage for 
the preparation of patients with prostatic hyper- 
trophy for operation. He avoids the use of all 
drugs before and after prostatectomy. He never 
irrigates bladders even after the second stage, 
and he objects to manipulation such as is neces- 
sitated by cystoscopy, cystography, and ureterog- 
raphy. He believes it preferable to wait too 
long between stages rather than not long enough, 
and he performs bilateral vasectomy routinely. 

Thompson (56) presents many details in the 
operative, pre-operative, and postoperative treat- 
ment of prostates which are of importance in the 
success of prostatectomy. Before the operation, 
he has the patient taught thoracic respiration by 
a nurse. The usual functional tests are carried 
out and the patient allowed to become accus- 
tomed to his surroundings. Thompson has no 
fear of using the catheter if proper precautions 
for antisepsis are taken. It has the advantage 
of revealing local conditions of the urethra. 

At operation, the bladder is filled with a mild 
antiseptic solution until it rises just above the 
pubis. The perivesical spaces are packed off and 
the bladder is opened transversely. The adenoma 
is removed and hemostasis obtained by sutures or 
a pack. If there is no bleeding, the bladder is 
allowed to fall back into its normal position. The 
prostatic cavity itself is drained by a glass tube 
equipped with an oblique flange. Rubber is not 
used. Sutures are placed through fascia and skin 
with avoidance of the rectus muscle. In order to 
prevent local oedema sutures are omitted from 
the lower part of the skin wound. Before the 
dressing is applied the penis and scrotum are 
strapped high on the abdomen. 

Close (12) offers a modification of the Harris 
method of prostatectomy in which the bladder is 
closed at operation. He has tried this modifica- 
tion in 6 cases. In 5 it was successful. In 1 case 
re-opening of the bladder was necessary because 
of a secondary hemorrhage due to a retained 
gauze tampon. 

The usual suprapubic incision is made. The 
enucleation of the prostate is performed intra- 
urethrally in order to preserve as much mucosa 
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on the bladder aspect as possible. Next, a purse- 
string suture of No. 2 plain catgut is passed in 
and out around the margin of the bladder mucosa, 
the latter being transfixed at 6 or 7 points by 
means of a boomerang needle. Then, a Size 12 E 
Pezzar catheter is inserted and carried through 
the urethra by a special instrument much like 
the mandarin used to carry an ordinary urethral 
catheter. The pursestring suture is tightened 
around the Pezzar catheter behind the bulge and 
traction sufficient to control] the bleeding is made 
by fixing the catheter to the thigh with adhesive 
tape. The bladder is tightly closed and the space 
of Retzius drained with 2 rubber drains. The 
traction is released after twenty-four hours, and 
the catheter is removed on the eighth, ninth, or 
tenth day. 

An estimate of the value of cystograms and 
urethrograms in the diagnosis of prostatic ob- 
struction is made by Crabtree and Brodney (16). 
They show these X-ray studies to be important 
diagnostic measures especially when _ intra- 
urethral treatment alone is to be employed. 
They afford also a means of showing graphically 
the etiological factors of poor postoperative 
functional results. Cystograms disclose 3 major 
variations from the normal: filling defects of the 
bladder base, elevation of the bladder base above 
the symphysis, and asymmetry of the bladder 
base manifested by irregularity of the curve. In 
cases in which the gland is large urethrograms 
show increased length of the prostatic urethra 
from the caput to the internal orifice and narrow- 
ing or flattening and deviation from the midline 
of the prostatic lumen. 

Wills (61) presents a new instrument for use in 
suprapubic prostatectomy. It consists of a tube 
with a pair of 3-toothed jaws which can be made 
to stand at right angles from the tube by controls 
at the free end. When inserted into the prostatic 
urethra this tube holds the prostate firmly, allows 
it to be drawn upward and forward, permits 
enucleation with scalpel and Mayo scissors, and 
renders the introduction of a finger into the rec- 
tum unnecessary. 

For the administration of surgical diathermy 
to the enlarged prostate Vogel (60) recommends 
a Tiemann catheter with a ring electrode. Good 
results are obtained not only by the burning away 
of tissue but also by the shriveling and retraction 
which take place with the healing. The hollow 
catheter with a full bladder prevents burning of 
the bladder as fluid escapes as soon as the eye of 
the catheter enters the bladder. 

Gil Vernet (27) recently described a new 
method of perineal prostatectomy which is su- 





INTERNATIONAL ABSTRACT OF SURGERY 


perior to the old perineal procedure because it 
can be performed rapidly without danger of in- 
juring the posterior urethra or rectum and is not 
followed by incontinence or rectal fistula. He 
terms his operation the “perirectal route.”’ An 
arched cutaneous incision 4 cm. long is made in 
the perineum 1 cm. from the anus. The center of 
the perineum is cut, and by finger dissection the 
perirectal space is opened sufficiently to expose 
the posterior surface of the prostate. The latter 
is incised in the midline and the prostate enu- 
cleated. A Pezzar catheter is inserted up to the 
bladder and the prostatic cavity tamponed. 

Haim (31) makes an incision passing between 
the rectum and the external sphincter of the anus, 
the latter being supported above by a special 
valve. By blunt dissection, he reaches the pos- 
terior surface of the prostate through the retro- 
vesical septum. A retractor in the form of a 
catheter which facilitates enucleation is intro- 
duced. Enucleation is done in the manner of a 
hypogastric prostatectomy. Bleeding vessels are 
ligated and a permanent urethral catheter is in- 
serted. A tampon is left in for twenty-four hours. 

Haim says that in cases of large adenomatous 
lobules it is possible for the urethra to be injured 
slightly during enucleation, but this danger is not 
serious. Moreover, because of rapid contraction 
and retraction of the uninjured muscles, the 
wound remains as a fissure and exudation soon 
ceases. 

Moszkowicz (42) suggests that prostatic hy- 
pertrophy may be an endocrine disturbance. He 
states that the swelling in prostatic hypertrophy 
has long been believed to arise from the glands 
nearest the bladder neck surrounding the urethra. 
It has been found that hermaphrodites with 
dominant male characteristics (possessing testes 
and also female hermaphrodites (possessing 
ovaries) have prostate tissue. In the female her- 
maphrodite the prostatic tissue is at the neck of 
the bladder proximal to the colliculus seminalis. 
In the male hermaphrodite it is distal to the co!- 
liculus. This condition prevails also in the em- 
bryo. In the female embryo a prostatic anlage is 
found proximal to the muellerian ducts, and in the 
male embryo distal to the wolffian ducts. In the 
female the hypertrophy nearby always occurs in 
the more proximal glands and can therefore be 
compared to the enlargement of the male breast 
in endocrine disturbances and following castra- 
tion. From a study of the findings at autopsy on 
100 males of all ages, Ljubin (37) draws the fol- 
lowing conclusions regarding the prostate gland: 

On the basis of the outer contour 3 types can 
be distinguished: 
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1. Theembryonic type. In this type the length 
of the gland is as long as, or longer than, the cross 
diameter and somewhat cone shaped. 

2. The differentiated type, in which the length 
is about one-half the cross diameter and roughly 
resembles a chestnut in shape. 

3. A type in which the length is from 4o to 80 
per cent of the cross diameter. 

In children the embryonic type, and in adults 
the differentiated type, is the most common. 
After the age of fifty years the frequency of the 
embryonic type increases again. 

Stature has some relation to the type of the 
prostate. In short men the prostate is more apt 
to be of the embryonic type, whereas in tall men 
it is more apt to be of the differentiated type. 

From birth, the prostate in man is a single 
organ with different surfaces but no distinct 
lobes. The normal prostate has no isolated mid- 
dle lobe. 

Melen (41) reports a case of multilocular cyst 
of the anterior lobe of the prostate which caused 
symptoms similar to those of hypertrophy of the 
prostate. The rectal findings were negative. The 
gland was removed by suprapubic prostatectomy. 

Margold (38) reports a unilocular cyst of the 
prostate causing symptoms of obstruction at the 
vesical neck in a man fifty-four years of age. The 
cyst was removed by suprapubic operation. 

The phase of urological surgery receiving the 
widest discussion during the past year was prob- 
ably transurethral resection of the prostate. As 
early as 1830 Guthrie devised an instrument and 
described an operation for the correction of bar 
obstruction of the neck of the bladder. Bottini 
introduced his cautery incisor in 1874. Freuden- 
burg in 1897 and Chetwood in 1901 modified the 
Bottini instrument, but the lack of visualization 
resulted in numerous accidents and caused their 
instrument to be discarded. 

Interest in the transurethral relief of vesical 
neck obstruction was renewed by Young in 1909 
when he presented his punch. Caulk, in 1919, 
introduced his cautery punch in which the use of 
the cautery blade to section tissue and reduce 
hemorrhage permitted the removal of more tissue. 

In 1926 Collings reported the sectioning of bars 
and contractures by means of a high-frequency 
electrical current with suitable electrodes through 
the panendoscope under vision with a lens sys- 
tem. He emphasized that his procedure should 
be limited to bars and contractures of the vesical 
orifice. The same year, Stern presented his in- 
genious instrument which he called a “ resecto- 
” This instrument is superior to its prede- 


scope. 
cessors. 
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In 1930 Kirwin introduced his resector, in the 
use of which an electrode is employed to coagu- 
late the tissue for hemostasis prior to its removal 
by a rotating knife. During the past year, 
McCarthy has adapted the principle of Stern, 
using a cutting loop through a specially con- 
structed instrument. With this he has had 
remarkable success in remodeling the prostatic 
urethra. Numerous others have made modifica- 
tions of instruments previously introduced. 

Davis (18, 19) uses the Stern resectoscope with 
the Bovie-Davis high-frequency unit. The cut- 
ting current is a moderately damped current. In 
the same instrument a highly damped unit for 
coagulation is incorporated. Davis has operated 
on 339 cases of vesical neck obstruction repre- 
senting ail types. The amount of tissue removed 
varies from 1.5 to 45 gm. Eleven early cases 
required repeat resections within six months. 
Two cases required 2-stage resections. The aver- 
age hospital stay was four days. A recurrence 
developed in 1 case. 

When the Bovie-Davis unit is employed there 
is practically no hemorrhage. The highly 
camped current is always available for bleeders. 
In 2 cases cited secondary hemorrhage was easily 
controlled transurethrally. 

Infection is negligible; only 15 per cent of the 
patients had a temperature elevation. In 40 
cases resection was done for carcinoma of the 
prostate. There were no deaths immediately fol- 
lowing the operation. Of 3 deaths which resulted 
later, 2 were cardiac deaths and 1 was due to 
hemorrhagic nephritis and uremia. 

In every case in which the residual urine before 
the patient's discharge was more than 2 oz. it was 
later found not less than 1 oz. 

McCarthy (39, 40) gives credit to Stern for the 
assembling of the essential elements of the mod- 
ern resectoscope and to Davis for demonstrating 
the feasibility of resection of the prostate under 
proper conditions. The ideal requirements for 
this operation are: (1) most precise visualization 
of the prostatic urethra; (2) the greatest possible 
flexibility of manipulation, under vision, of the 
electrical cutting loop; (3) ample electrical power 
to excise the obstructing prostate under water 
with minimal hemorrhage and tissue coagulation; 
(4) interchangeability and ease of manipulation 
of electrodes in the closure of bleeding points; (5) 
completion of the operation, including the intro- 
duction of a whistle tip indwelling catheter, with 
but one introduction of the instrument, the sheath 
being withdrawn after the catheter has been 
passed through it. When given by an experienced 
urologist, this type of treatment is adequate in 
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cases of prostatic fibrosis and for relief in pro- 
static carcinoma. 

Bleeding is controlled under vision before 
removal of the instrument. A special type of bag 
for hemostasis has been perfected for use in cases 
of persistent oozing. As much prostatic tissue as 
is desired may be removed, and the experience of 
Caulk and Davis indicates that the results are 
relatively permanent. McCarthy has seldom had 
to repeat the procedure. The preliminary care 
should be the same as for prostatectomy. 

Nesbit (43) states that with the use of the 
resectoscope it is possible, under continuous direct 
vision, to excise any vesical neck obstruction, 
whether it is scar contracture, carcinoma, or 
hyperplasia of the prostate, with practically no 
loss of blood and with surprisingly little post- 
operative reaction. Either low spinal or sacral 
anesthesia is used. Nesbit has done 50 such ex- 
cisions himself with no mortality. He reviews 
Davis’ 200 operations and Alcock’s first 118 
operations. 

Plaggemeyer and Weltman (48) state that in 
cancer of the prostate resectoscopy is preferable 
to permanent suprapubic cystotomy, and that 
in prostatic enlargement removal of the obstruc- 
tive portion of the prostate by the resectoscope is 
proving less dangerous and time-consuming than, 
and just as beneficial as, prostatectomy. 

Contra-indications are large stones in the blad- 
der, large diverticula of the bladder, and cases in 
which catheter drainage is not tolerated. 

Stirling (55) gives a rapid review of the develop- 
ment of the resectoscope and the technique of its 
use. He emphasizes the importance of pre-opera- 
tive preparation. He believes that the use of the 
resectoscope is indicated for bars, median lobes, 
and prostatic hypertrophy of Grades 1, 2, and 3, 
and that it is contra-indicated for prostatic hy- 
pertrophy of Grade 4, vascular prostates, and pa- 
tients who are debilitated. In a series of 30 cases 
of transurethral resection, Ockerblad (45, 46) had 
1 death. This was due to secondary hemorrhage 
on the tenth postoperative day. Good results 
were obtained in 29 cases. The average stay in 
the hospital was fourteen days, and the average 
number of postoperative days in the hospital was 
six. In 4 cases repeated resections were neces- 
sary. A case in which postoperative epididymitis 
developed is reported. 

Pedroso (47) reports the first 10 cases of pro- 
static hypertrophy which he treated by resection. 
He states that the value of this method as a sub- 
stitute for prostatectomy will be determined by 
the permanency of the cure. Its immediate 
results are very satisfactory. 
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Shivers (54) states that the transurethral opera- 
tion is feasible when a more serious operation 
would be dangerous. He performs prostatectomy 
only in cases in which there is an accompanying 
hypertrophy of the lateral lobes. In all other cases 
the results of the transurethral operation are ex- 
cellent, the symptoms of prostatism subsiding 
completely. 

Bumpus uses the direct-vision Braash cysto- 
scope which is provided with a suitable fenestra 
The tissue engaged is first coagulated by a multi- 
ple-needle electrode, after which it is removed by 
a sharp tubular knife. Bleeders are taken care of 
by a Bugbee electrode with a coagulating current. 
Hemorrhage is seldom an alarming complication. 
A catheter of large caliber is inserted and left in 
for from forty-eight to seventy-two hours to per 
mit free drainage and thereby lessen the danger 
of bleeding. Failures result only when insufficient 
tissue has been removed. Of the 250 cases which 
Bumpus reports, a subsequent prostatectomy 
was done in g. There were 6 deaths in the 250 
cases. Four were due to sepsis and 1 was a car- 
diac death. Forty-six patients had multiple 
resections. Resections for hypertrophy and 
adenocarcinoma give the best results. 

Caulk and Wiseman (10) also report good 
results from the transurethral resection of pro- 
static obstructions. They urge urologists to in- 
vestigate thoroughly and observe results over a 
period of time before condemning a new proce- 
dure, especially a procedure for the operative 
relief of prostatic obstruction. They emphasize 
the importance of pre-operative care in this 
method of treatment and from a long experience 
conclude that transurethral resection is adaptable 
to practically any type of prostatic obstruction. 
They discuss their technique in various types o/ 
cases and give exceptionally low mortalits 
figures. They urge more universal adoption of 
the method in preference to radical operation. 

Not all urologists are as optimistic about trans- 
urethral resection. Although a majority of the 
articles reviewed seem to be by those who favor 
the method, Cabot (6), among others, advises 
against overenthusiasm regarding it. He believes 
that the method is becoming too popular too fast, 
and that more conservative surgeons will con 
tinue to do either perineal or suprapubic opera- 
tions at least in cases of marked hypertrophy. 

In another article Cabot (5) states that the 
mortality of transurethral resection at the Mayo 
Clinic is somewhat under 3 per cent, which is 
lower than that of any other operation. One oi 
the chief advantages of the method is the brief- 
ness of the hospital confinement, averaging from 


























seven to ten days. Cabot hesitates to advise 

transurethral resection for cases of enormous en- 

largements and large median lobes which herniate 
into the bladder, but is of the opinion that within 

the next few years it will be done in perhaps 75 

per cent of cases of prostatic hypertrophy. 

Although Collings (14) has himself devised an 
instrument for transurethral operation and re- 
ports excellent results from its use in selected 
cases, he believes that only small and moderate 
sized prostatic obstructions may be effectively 
removed by transurethral operation. Because of 
instrumental difficulty and prolonged cystoscopic 
manipulation, marked enlargement is best re- 
lieved by prostatectomy. 

Kirwin (34) believes that the transurethral 
operation is the ideal procedure for contraction 
of the vesical neck, carcinoma of the prostate (if 
any instrumentation is possible), congenital 
valves of the urethra, subcervical hypertrophy of 
Albarran’s glands, slight enlargement of the 
median lobe, moderate median lobe hypertrophy 
with small intravesical protrusion of the lateral 
lobes, intra-urethral projection of enlarged lateral 
lobes, and slight enlargement of the lateral lobes 
without enlargement of the median lobe. For the 
patient in good physical condition presenting 
marked intra-urethral and intravesical protrusion 
of the lateral lobes as well as hypertrophy of the 
middle lobe, open operation will always be in- 
dicated. When the intra-urethral route is followed 
exactly the same pre-operative precautions must 
be observed. 
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Gallois, Japiot, and Levy: The Architecture of the 
Skull, Its Functional Réle and Mode of Resist- 
ance (Architecture du crane, son réle fonctionnel, 
son mode de résistance). Rev. de chir., Par., 1933, 
lii, 371. 

The skull supports the face, participates in the 
movements of the face, and contains and protects 
the brain. Externally it acts as a lever supporting 
the face and resting upon the spine as a fulcrum. 
Internally it is arranged to suspend and shelter the 
brain and permit it to follow the movements of the 
head. The meninges and their partitions are inti- 
mately attached to the inner surface. Structurally 
the skull is composed of two layers. The internal 
lamina is dense and homogeneous and, together 
with the dura mater, envelops and protects the 
brain from external violence. Its function is pas- 
sive. The external lamina is arranged in accordance 
with Wolff’s law. It is more elastic than the internal 
lamina and is rarely fractured alone. The inner 
lamina is brittle and first to fracture. 

Leo M. ZIMMERMAN, M.D. 


Wilensky, A. O.: Osteomyelitis of the Skull. Arch. 
Surg., 1933, Xxvii, 83. 

The clinical picture presented by the majority of 
cases of osteomyelitis of the skull is very similar. 
The infection arises as a primary or extension process 
or occurs as a manifestation of a hematogenous in- 
fection. It is rare as a primary disease. It is most 
common as an extension process after nasal acces- 
sory sinus disease. It is relatively rare as a hema- 
togenous infection, and is least common as a com- 
plication of an otological infection. 

The osteomyelitis begins in the diploé. From 
there the infection spreads through the outer table, 
giving rise to subperiosteal abscesses beneath the 
scalp, and inward, sometimes giving rise to extra- 
dural or subdural abscess, general meningitis, cere- 
bral abscess, or thrombosis of the longitudinal or 
other large sinuses. 

The dura mater is affected in practically all cases. 
The pachymeningitis may remain localized a long 
time. Thrombosis occurs chiefly in the cavernous, 
lateral, or longitudinal sinuses. The invasion of a 
large venous sinus is often manifested by emboli with 
distant metastases. Pneumonia or bronchopneu- 
monia frequently occurs. 

It is generally easy to make a diagnosis of osteo- 
myelitis in the bones near the orbit or ear, but it is 
often difficult to recognize the diffuse form because 
the general symptoms may mask the local symp- 
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toms. A diagnosis may be made before operation if 
a careful study is made of the symptoms that accom- 
pany the sinusitis or mastoiditis. 

When the osteomyelitis becomes evident opera- 
tion is necessary and should be as extensive as pos- 
sible. The cranial bones should be resected beyond 
the limits of the lesion. If the wound continues to 
granulate and if the temperature remains high, 
sequestra are present and should be removed as 
completely as possible. 

The mortality is high. SAmvuEL Kaun, M:D. 
Doench, H. O.: Air Embolism in Injuries of the 

Longitudinal Sinus (Luftembolie bei Verletzung 
des Sinus longitudinalis). Zentralbl. f. Chir., 1933, 
p. 486. 


In a review of the literature the author was able 
to find the report of only one case of air embelism 
from direct sinus injury. This was a case reported 
by Bergmann and not completely explained. Opera- 
tive injuries of the cerebral sinuses have been 
reported by Genzmer and Kuhn. Cramer found that 
under normal conditions and in the horizontal posi- 
tion there is a positive pressure of at least 90 mm. of 
water which prevents air embolism in case of sinus 
injury. Danger arises only when the patient is ex- 
sanguinated or operated upon in the sitting position, 
under which circumstances the positive pressure is 
replaced by a negative pressure. 

The author reports a death from air embolism due 
to injury of the longitudinal sinus. The patient was 
a boy eleven years old who was treated for a 10-cm. 
occipital wound and a depressed fracture caused by 
a hatchet. In the cleaning up of the wound and the 
removal of the bone fragments a tear occurred into 
the longitudinal sinus. This was immediately tam- 
poned. An anterior ligature was then applied, but 
before occipital ligation could be done the fatal 
embolism was manifested by a hissing sound. 
Doench concludes that the first ligation should be 
done proximally. PLENz (Z). 


Bercher, J., and Friez, P.: Classification of Anterior 
Dislocations of the Temporomaxillary Articu- 
lation (Classification des luxations antérieures de 
Varticulation temporomaxillaire). Presse méd., Par., 
1933, Xli, 644. 

From the numerous articles on dislocation of the 
temporomaxillary articulation which have been 
published since 1920 the complexity of the mechani- 
cal disturbances in the region of this articulation is 
apparent. In a review of this literature the authors 
were impressed by the lack of agreement as to 
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nomenclature. They have therefore attempted to 
formulate a clinical classification of these disloca- 
tions, especially those of the recurring type.. They 
divide the dislocations into three groups—the 
dynamic the kinetic, and the static. 

Dynamic dislocations are produced by an exces- 
sive forced active or passive lowering of the mandible. 

Kinetic dislocations occur during the course of 
normal movements of the temporomaxillary articu- 
lation. Whereas constant attention of the patient 
may prevent recurrences of the dynamic type of 
dislocation, the kinetic type occurs on even very 
slight movements of the chin, sometims when the 
mouth is opened only very slightly (1 or 2 cm.). 
The difficulties in mastication are considerable. 
The condition is not a true dislocation, but results 
almost in immobility of the jaw. 

Static dislocations are permanent and continuous. 
Even in a state of repose (occlusion), the mandibular 
condyle, because of various conditions (fracture or 
excessive size), occupies a position more anterior than 
normal, a position corresponding to a slight gaping 
of the jaws. 

Dynamic dislocations include fixed, artificially 
reducible dislocations and non-fixed, physiologically 
reducible dislocations. They may be unilateral or 
bilateral, but are more frequently bilateral. They 
are rarely congenital, almost always acquired. The 
term “artificially reducible’? means that reduction 
requires manual intervention with or without 
muscular action by the patient. The term “‘phy- 
siologically reducible” means that reduction may be 
effected by the patient by merely relaxing one set of 
muscles and simultaneously contracting another set. 

Only very few cases of congenital fixed dynamic 
dislocation have been reported (Smith, Wilcox). 
The acquired type is usually a simple traumatic 
dislocation which is easily reduced by the classical 
manual maneuver. However, it may be irreducible 
from the beginning or become irreducible second- 
arily. Under such circumstances surgical interven- 
tion and meniscectomy are the procedures usually 
employed. 

Even after proper reduction these traumatic 
dislocations have a tendency to recur. Some of 
them recur only two or three times during life, 
whereas others recur several times a day. The au- 
thors designate the former as ‘repeated dislocations” 
and the latter as ‘‘recurrent dislocations.” 

The non-fixed dynamic dislocations which are 
physiologically reducible have been designated by a 
confusing variety of names. The authors suggest 
calling them “habitual non-fixed dislocations’ or 
“habitual physiologically reducible dislocations.”’ 
They may be unilateral, but are much more com- 
monly bilateral. They are not infrequent in adults. 
In a review of the literature the authors found the 
report of only one congenital case of this type. 
They do not know the frequency of congenital 
cases, but state that they have observed the condi- 
tion in several children from seven to eight years 
of age. 
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The kinetic dislocations are functional because 
they occur during the course of normal movements. 
They may be unilateral or bilateral. They are 
pseudoluxations occurring independently of the 
respective position of the bony surfaces; in other 
words, they are meniscal dislocations. This group 
includes Cooper’s subluxations, which are fixed, 
kinetic, artificially reducible dislocations, and also 
the non-fixed physiologically reducible dislocations. 
They correspond to an abnormal displacement of 
the intra-articular meniscus during movements of 
the condylar head. This pathogenic definition 
should exclude dislocations proper, but the intra- 
articular site as well as the symptoms and treatment 
induce the authors to include the latter. 

In subluxations the jaw is fixed in a position of 
slight opening and reduction is often quite easy by 
slight pressure on the chin or contraction of the 
muscles of diduction by the patient. Most surgeons 
agree that in all of these kinetic dislocations the 
best results are obtained by meniscopexy or menis- 
cectomy. 

Physiologically reducible dislocations may sud 
denly become fixed and require artificial reduction. 
This change may be explained by hyperdistention 
followed by retraction of the posterior meniscal 
ligament capable of displacing the meniscus back- 
ward and thus causing fixation. 

There is also a type of meniscal dislocation which 
is reduced spontaneously. For the condition 
responsible for this dislocation the term ‘“menis- 
citis,” first used by Lanz, seems appropriate. 

Among the static dislocations due to trauma are 
dislocations following high subcondylar fractures 
with or without consolidation. In fractures of 
this type the condyle is drawn by the external 
pterygoid forward and inward. It remains within 
the articular capsule, but is in an abnormal position. 
When the fracture does not consolidate there 
develops a subcondylar pseudarthrosis which is 
physiologically satisfactory. When the fracture 
consolidates, the condyle remains in an abnormal 
position but develops satisfactory function in this 
position because of the ‘“‘anatomical reserve” which 
Sébileau has described as being of great importance 
in the temporomaxillary articulation. In this group 
belong also the static dislocations secondary to 
lesions of the soft tissues of the face and neck 
without bone involvement, such as fibrous cica 
trices, muscular contractions and retractions or 
pithiatism. 

The non-traumatic group of static dislocations 
are unilateral dislocations with lateral deviation of 
the mandible. They are associated with hyper- 
trophy of the condyle which is not continued into 
the glenoid cavity. The nature of the epiphyseal 
hypertrophy remains obscure. 

In conclusion the authors state that anomalies 
of dental apposition may cause condylar slipping. 
In aged persons who have lost their teeth the 
condyle is always more anterior than normal. 

Evita S. Moore. 
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Benedict, W. L.: Retrobulbar Neuritis and Disease 
of the Nasal Accessory Sinuses. Arch. Opihth., 
1933, 1X, 893. 


Much has been written on the anatomical position 
of the fibers of the optic nerve and their relation to 
the nasal accessory sinuses which gives the impres- 
sion that disease of the sinuses or changes in their 
structural development have a direct bearing on the 
function of the optic nerves through contiguity. 
The anatomical variations in the sinuses permit a 
variety of relationships between the sphenoid and 
ethmoid cells and the nerve in its passage through 
the optic foramen and on to the chiasm. It has been 
intimated that disease of the mucosa of the accessory 
sinuses may be transmitted to the optic nerve by 
direct extension or by the diffusion of toxic material 
along the blood vessels traversing the region. 

However, the effects on the optic nerve of disease 
of the nasal accessory sinuses, have not been estab- 
lished. In the explanation of involvement of the 
optic nerve by infection of the sinuses contiguous to 
its course, more stress has been laid on the presence 
of infection in the sinuses or hyperplasia of the sinus 
mucosa than on pressure on the optic nerve by the 
walls of the sinus or by constriction of the optic 
foramen. In spite of the fact that changes in the 
visual field are not often found in rather extensive 
diseases of the sinuses, in cases of retrobulbar neu- 
ritis the rhinologist is often urged to operate on 
ethmoid and sphenoid sinuses in which he can dis- 
cover no disease. 

When the vast number of cases of severe suppura- 
tive sinus disease without visual symptoms is con- 
sidered, a relationship between sinus disease and 
retrobulbar neuritis becomes much less credible. 
Even in the presence of dehiscerces in the bony walls 
in either acute or chronic disease of the ethmoid and 
sphenoid cells lying near the optic nerve, the inci- 
dence of visual disturbances in patients seen in the 
Mayo Clinic is negligible. The transmission of in- 
flammation from the sinuses to the optic nerve by 
direct extension, through the blood or lymph stream, 
or by toxins emanating from slightly thickened mu- 
cous membranes and diffused as noxious vapors has 
received no convincing experimental proof. Most 
authorities are agreed that multiple sclerosis ac- 
counts for the greatest number of cases of retrobul- 
bar neuritis. 

Of 225 cases of retrobulbar neuritis seen at the 
Mayo Clinic, the cause was found to be multiple 
sclerosis in 155, pernicious anemia and nicotine in 
14, diabetes in 14, alcohol and tobacco in 28, syphilis 
in 2, congenital amblyopia in 4, familial causes in 1, 
sinus disease in 1, postpartum hemorrhage in 1, 
plumbism in 2, and an indeterminate factor in 3. 

In comparing treatment by means of foreign pro- 
tein with operation on the sinuses, it is evident that 
the improvement obtained is due to the same factor. 
It has been shown that the injection of typhoid vac- 
cine materially increases the peripheral circulation. 
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The resulting improvement in the circulation of the 
nerve restores the function of the nerve. The same 
effect can be produced by other means, such as the 
application of a 2 per cent iodine solution to the 
nasal mucosa, the administration of nitrites, pilo- 
carpin, or other vasodilating agents, and the induc- 
tion of sweats. 

Operation on the nasal sinuses has two effects 
which have not been fully taken into account by 
those who advocate such treatment for retrobulbar 
neuritis. Packing of the nose with cocaine and 
epinephrin for anesthesia produces, first, ischamia 
and then, congestion of the membranes. Following 
the operation there is continued congestion of the 
mucosa of the sinuses and the adjacent tissues until 
healing is complete. If the operation has been suifii- 
ciently extensive, there is commonly a rise in the 
temperature of 1 or 2 degrees I°. from the absorption 
of blood, which, in effect, is autovaccination. These 
two effects are similar to those produced by injec- 
tions of foreign protein. The author believes that 
improvement following operation is due less to the 
drainage of secretion from the paranasal sinuses 
than to the hyperemia caused by the packing and 
the reaction to the operation and the inoculation by 
absorption of blood. This theory is supported by the 
course of many patients after operation. Operations 
on the sinuses are followed by quick improvement, 
but often relapses occur soon because the hyperamia 
has not continued long enough. By applying a 2 
per cent iodine solution to the nasal mucosa or pack- 
ing the nose 2 or 3 times daily with mild silver pro- 
tein and allowing the packs to remain in place for 
three hours, hyperemia can be induced for a longer 
time. This treatment is reported to be as efiective 
as operation on the sinuses. 

Except when it is possible to establish a diagnosis 
of suppurative disease of the sinuses definitely, the 
author believes that advising an operation on the 
sinuses is unwarranted in any case of retrobulbar 
neuritis. If a suppurative disease of the sinuses is 
obviously present, operation should be performed 
for relief of the local condition and additional meas- 
ures should be employed to relieve the retrobulbar 
neuritis, for even in the presence of infection of the 
sinuses one cannot be sure that some other factor is 
not present. In most instances, operations on the 
sinuses probably do little harm and in many cases 
they do some good. The chief objection to them lies 
in the use of an adequate and unwarranted procedure 
when better methods of treatment are available. 


Samuels, B.: The Significance of Specific Infiltra- 
tion at the Site of Injury in Sympathetic 
Ophthalmia. Arch. Ophth., 1933, ix, 540. 


This article is based on the examination of tor 
eves with sympathetic ophthalmia. In all but 7 of 
the cases specific infiltration was present also in the 
other eye. Ina study of the site of the injury, which, 
as a rule, was near the limbus, the uvea was usually 
found more inflamed at this site than elsewhere. In 
most of the small number of cases in which the uvea 
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was more inflamed elsewhere than at the site of the 
injury only 1 or 2 slides were available for study. 
In Samuels’ opinion the greater inflammation at 
the site of the injury indicates that sympathetic 
ophthalmia is due to an infection rather than an 
allergy and is caused by an organism entering an 
opening in the eyeball. Tuomas D. ALLEN, M.D. 


Globus, J. H.: Tumors Affecting the Optic Chiasm 
and Optic Tracts: A Brief Critical Survey of 
Their Clinical and Anatomical Features. Arch. 
Ophth., 1933, ix, 729. 

Chief among conditions of the central nervous 
system causing visual disturbances are epidemic 
encephalitis, multiple sclerosis, syphilis, and intra- 
cranial tumors. 

In cases of intracranial tumor the first sign ob- 
served by the ophthalmologist is apt to be papilloe- 
dema. The rate at which the papilloedema develops 
and the degree to which it advances may throw some 
light on the location of the tumor. In cases of tumor 
of the posterior fossa arising in the cerebellum, the 
region of the quadrigeminate plate, or somewhat 
more forward in the interpeduncular space in the 
third ventricle, papilloedema appears early, advances 
rapidly, and reaches a degree exceeding that usually 
noted in cases of tumor in a more anterior situation. 

Disturbances of acuity of vision and particularly 
in the fields of vision are common in tumor of the 
brain, and perhaps more frequent than is generally 
realized. There are several crucial points in the optic 
system where an interruption will result in fairly 
typical visual disturbances. Such disturbances when 
associated with signs of involvement of contiguous 
parts of the brain give rise to the following syn- 
dromes: (1) prechiasmal; (2) chiasmal (a) suprasel- 
lar, and (b) intrasellar; (3) temporal lobe, (4) occipi- 
tal lobe, and (5) quadrigeminal plate. 

Primary gliomata of the optic chiasm are exceed- 
ingly rare. The general region where the tumor is 
situated may be determined from the ophthalmo- 
logical findings. The tumor may be distinguished 
from other lesions by: (1) absence of changes in the 
sella turcica, (2) absence of calcium deposits in the 
suprasellar region, (3) the possible presence of other 
manifestations of von Recklinghausen’s disease, (4) 
early primary optic atrophy with the occasional 
superimposition of papilleedema, (5) rapid progres- 
sive loss of vision associated with a unilateral tem- 
poral defect, and (6) a peculiar lateral outline of the 
anterior part of the sella which gives the impression 
of a bulge under the anterior clinoids, but is due to 
enlargement of the optic foramina. Surgical inter- 
vention is not successful. 

Tumors of the craniopharyngeal duct are teratoid 
and may be regarded as autochthonous teratomata. 
Among the symptoms appearing most often in pre- 
adolescence are manifestations of dysfunction of the 
sympathetic nervous system—polydipsia, polyuria, 
sexual and skeletal infantalism, adiposity, and hy- 
persomnia. When these are associated with bitem- 
poral hemianopsia, involvement of the oculomotor 
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nerves, and deposits of calcium in the suprasellar 
region without deformity of the sella turcica, they 
point definitely to a tumor of the craniopharyngeal 
duct in the interpeduncular space. The results of 
operation are best in cases of small thin-walled cysts. 
Evacuation with partial or complete removal of the 
cyst wall has often yielded brilliant results. In cases 
of solid craniopharyngiomata the operative risk is 
high. Surgical intervention promises little for res- 
toration of normal vision. 

The suprasellar meningioma occurs in middle age 
and is characterized by primary optic atrophy, 
bitemporal hemianopsia or a tendency toward that 
condition, non-involvement of the sella turcica, and, 
occasionally, a calcium speckling in the suprasellar 
region. Of all tumors involving the chiasm, supra- 
sellar meningiomata are the most favorable for op- 
eration. 

Suprasellar hypophyseal adenomata occur most 
frequently in middle age and may be associated with 
bilateral optic atrophy and bitemporal hemianopsia. 
They may cause no distortion of the sella. As the 
hypophysis is unaffected, there are no hypophyseal 
symptoms. A homonymous hemianopsic defect on 
the right side is not inconsistent with a hypophyseal 
adenoma. The initial visual disturbance may con- 
sist of a small unilateral temporal defect, but instead 
of developing into typical bitemporal hemianopsia 
the tumor may cause a homonymous defect by in- 
volving one of the tracts. Binasal hemianopsia is a 
more uncommon field defect. In the treatment, by 
far the most satisfactory results are obtained by 
operation. High-voltage roentgen or radium therapy 
may occasionally cause improvement, but does not 
arrest the pathological process. 

Lesions of the temporal lobe, when not accompa- 
nied by such localizing signs as uncinate seizures, 
visual hallucinations, or typical speech disturbances, 
are often very difficult to diagnose. When the lesion 
is situated in the left hemisphere the temporal 
anomia may be the deciding factor in its localization. 
When the lesion is in the right hemisphere, the focal 
signs may be so meager that they give no clue to its 
position. A knowledge of the course and distribution 
of the geniculocalcarine fibers is of great aid. Cush- 
ing focused attention on the so-called Meyer loop 
which plays an important part in the causation of a 
partial or so-called quadrantic type of hemianopsic 
defect. This visual distortion may often be the only 
decisive diagnostic sign. 

The most characteristic sign of a tumor of the 
occipital lobe is homonymous hemianopsia, particu- 
larly when it is an isolated finding. Visual defects 
are frequent also in cases of tumor of the temporal 
lobe. Of much greater significance is the character 
of the hemianopsic fields. The character of hallu- 
cinations may occasionally aid in the localization of 
the lesion. The unformed type is characteristic of 
occipital lobe tumors, whereas the formed type is 
more common in temporal lobe lesions. In cases of 
neoplasm of the left occipital lobe, localization is less 
difficult as the hemianopsia is often associated with 
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optical aphasia and word blindness merging into otitis media and occurs in an acute and a chronic 
alexia. In these, as in cases of postgeniculate lesions, form. In the acute form a generalized leptomenin- 
preservation of the pupillary reflexes is of aid. gitis develops if the condition is not relieved. In the 

The quadrigeminal plate syndrome is charac- chronic form a fistulous tract develops and the pus 
terized by paralysis of upward gaze, skew deviation, escapes as a persistent otorrhcea; meningitis does 
and Argyll-Robertson pupils. These phenomena not necessarily occur, and in a few instances final 
may be traced to a disorder in this part of the optic healing results without additional surgical inter- 
pathway. Expanding lesions of the type known as _ vention. 


‘‘pinealomata”’ often grow forward into the supra- The author’s technique is advocated only for the 
tentorial region, thereby involving some part of the drainage of pus from the apex in cases of encapsu- 
optic tract and giving rise to hemianopsic defects. lated empyema in pneumatized pyramids without a 

Leste L. McCoy, M.D. demonstrable fistula. This technique is adequate 


because the petrous apex is reached without expo- 
sure of the endocranium. It is the author’s method 
of choice because its results are satisfactory, it is 

The author shows by numerous typical charts not disfiguring, it permits tapping of the apex in the 
that, by the use of a small target, blind areas of — shortest possible time, and it does not cause injury 
various sizes, shapes, and patterns may be outlined to the facial, cochlear, or carotid artery. 


Evans, J. N.: The Scotometry of Retinal @dema. 
Am. J. Ophth., 1933, Xvi, 417. 


in cases of retinal oedema, and that these blind areas Grorce R. McAuuirr, M.D. 
change their shapes with changes in the cedema. 
He emphasizes that greater care should be taken NOSE AND SINUSES 


in the study of central field changes, and that the 
relationship of these changes to vascular lesions and _Hilding, A.: Experimental Surgery of the Nose and 


other pathological changes, general or local, should oe _ mcr ae ge age i. a and 

: we omplete Removal o e Lining Mucous 

be determined. Tacana D. Saaee, BD. Membrane from the Frontal Sinus of the Dog. 
MacMillan, J. A., and Cone, W. V.: Solitary Arch. Otolaryngol., 1933, Xvii, 760. 

Neurofibroma of the Orbit. Arch. Ophth., 1933, The author states that when the normal frontal 

X, 51. sinus of the dog is denuded of mucous membrane 


From a very careful and thorough study of the and the scalp is sutured over it without drainage, 
specimen in the case reported in this article the — the sinus usually fills with scar tissue that obliterates 
authors concluded that the tumor was a neuro- the cavity. 


fibroma of the von Recklinghausen type. In the liter- In exceptional cases there is partial restitution of 
ature they were able to find the reports of only five _ the sinus with regeneration of the lining epithelium. 
similar tumors. Lrsire L. McCoy, M.D. Under some circumstances there is formed a 
smaller cavity with walls composed of thick, white 

EAR connective tissue devoid of epithelial covering over 


which epithelium apparently cannot grow. This 
Rosenwasser, H., and Druss, J. G.: Zygomatic In- connective tissue shows no sign of inflammation even 
fections as a Factor in Otitic Complications. if it is exposed to the air. 
Arch. Otolaryngol., 1933, Xvii, 625. Under other conditions epithelium will grow over 
Six cases of infection of the zygoma associated the heavy scar tissue. In some instances it appears 
with otitis are reported. In four, the symptoms _ tolie directly on the scar tissue and in other instances 
became evident after mastoidectomy. In one they 0n vascular submucosal tissue. 





were present prior to the operation, and in one there If portions of epithelium are left within the sinus, 

was no gross clinical evidence of the condition, the cysts filled with mucin form within the obliterating 

diagnosis being made at postmortem examination. scar, James C. BRaswett, M.D. 
The authors believe that a more definite compre- 

hension of the anatomy of the zygomatic process MOUTH 


of the temporal bone will aid the operator in follow- 
ing the disease process into the posterior and ante- 
rior roots to the limit and thus enable him fre- 
quently to forestall many of the late complications, 


Wangensteen, O. H., and Randall, O. S.: Treat- 
ment and Results in Carcinoma of the Lip. 
Am. J. Roentgenol., 1933, XXX, 75. 


namely, malunion, persistent postauricular fistula, A number of studies have shown that when the 
epidural abscess, abscess of the brain, and menin- submaxillary and submental Ivmph nodes are rou 
gitis. James C. BrasweLt, M.D. tinely removed in early cancer of the lip metastatic 


involvement is found on microscopic examination 

Kopetzky, S. J.: Problems Concerned with Em- jn only about 25 per cent of the cases. As compared 
pyema of the Petrous Apex. Arch. Ololaryngol., with cancer of the breast, or tongue, carcinoma of 
en Soe eee the lip is more benign and does not form lymph 
Suppuration of the petrosal pyramid in pneuma- node metastases early with equal regularity. Never 
tized bones is a complicating lesion of purulent — theless the results of simple ‘*\V" excision and the 
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complete operation are so striking as to indicate 
that adequate treatment of the lymph nodes is of 
importance. 

In the authors’ opinion, palpation and gross 
examination of the removed nodes are almost as 
reliable as microscopic examination for the detection 
of lymph-node involvement. 

When the lymph nodes are evidently involved, 
roentgen therapy alone is futile. According to the 
authors’ experience, the most effective treatment 
under such circumstances is surgical extirpation of 
the involved lymph nodes combined with the inter- 
stitial use of radium emanations (gold seeds). 

In cases in which the excision of the lesion has 
caused considerable narrowing of the oral opening, 
the authors have found that a lateral incision on 
one or both sides is usually sufficient to correct the 
deformity. 

The results of treatment of cancer of the lip com- 
pare favorably with those of the treatment of any 
other malignancy. Failures are due usually to delay 
of adequate treatment. 

In a series of 130 cases there were 34 deaths, a 
mortality of 26 per cent. In 26 (20.7 per cent), 
death was due to cancer or a cause associated with 
the treatment of the lesion. The treatment consisted 
of surgery supplemented by roentgen or radium 
irradiation. In the authors’ opinion, surgical re- 
moval of the submaxillary lymph nodes affords the 
patient with an early lesion more protection than 
conservative irradiation. JoserpH K. Narat, M.D. 


Lund, C. C., and Holton, H. M.: Carcinoma of the 
Lip: Report of Results of Treatment at the 
Collis P. Huntington Memorial Hospital from 
1918 to 1926. Am. J. Roenigenol., 1933, XXX, 59. 

In the last twelve years over 12,000 cases of can- 
cer have been seen at the Huntington Memorial 
Hospital, Boston. In the last four years of the 
period from 1918 to 1926 there was a tendency to do 
less radical operations and to treat a larger propor- 
tion of the patients surgically. 

The authors conclude that there is no justification 
for not considering the pathological grading of a 
tumor as an important aid in the choice of treat- 
ment, but believe that perhaps it should not be 
stressed as strongly as the size and duration of the 
lesion. 

Small lesions without deep ulceration or infiltra- 
tion and without enlargement of the glands of the 
neck may be safely treated by local treatment alone. 
They are usually of Grade 1 and of comparatively 
short duration. 

The best local treatment of small lesions is ade- 
quate surgical excision. The authors approve also of 
adequate irradiation treatment following biopsy. 
By ‘‘adequate irradiation”’ they mean doses of from 
300 to 1,000 me.-hrs. of radium with considerable 
filtration for small lesions and larger doses for larger 
lesions. 

In all other cases up to the limits of reasonably 
safe operability a submental neck dissection should 
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be done whether the local lesion is treated with 
radium or surgery. 

In most cases in which a neck dissection has been 
done at least goo r of high-voltage roentgen therapy 
should be given to each side of the neck and this 
should be repeated if the glands in the neck are posi- 
tive for carcinoma. 

Cases of fixed, deep, or large masses in the neck 
should be treated by irradiation for palliation. 

Every case must be studied individually. In 
some instances it may be necessary to give less than 
the optimum treatment because of the patient’s age, 
the presence of some other disease, or a poor general 
condition. Josepu K. Narat, M.D. 


Fabrikant, M.: Report on the Activity of the Sur- 
gical Clinic of the Charcov Stomatological In- 
stitute (Bericht ueber die Taetigkeit der chirur 
gischen Klinik des Charkover stomatologischen In 
stituts). Sovet. Stomat., 1932, v, 47. 

During a period of nine months the Charcoy 
Stomatological Institute served 292 in-patients and 
2,560 out-patients. The author selects for comment 
some of the cases treated in the in-patient de- 
partment. 

Among the numerous cysts there were 2 which 
were multilocular and 2 which occupied almost the 
entire upper jaw. All of the cysts, even those with 
suppuration, were carefully cleaned out and then 
sutured with compression of the mucous membrane 
flap to the wall of the bony cavity. 

Of the 3 patients with chronic sepsis of odontoge- 
nous origin, 1 died with the signs of increasing 
anemia and a leucocytosis in spite of complete 
removal of the osteomyelitic focus in the lower jaw 
and the beginning formation of granulations. 

Among the cases which were more difficult from 
the operative standpoint were 4 in which resection 
of the upper jaw was done (in 1 for carcinoma and in 
3 for sarcoma), and 3 in which the lower jaw was 
resected (in 2 for carcinoma and in 1 for sarcoma). 
Two of the resections of the upper jaw were pre 
ceded by ligation of the external carotid artery. 

Eleven patients with true ankylosis of the lower 
jaw were operated on by the method of Rochet, 
Schmidt, or Bockenheim with the interposition of a 
flap of the masseter after osteotomy or resection of 
the capitellum. In 1 case mobilization was achieved 
after ankylosis of twelve years’ duration following 
a severe gunshot injury. 

In 7 cases of cleft palate, operation yielded an 
excellent anatomical result, but there was no oppor- 
tunity to give the patients phonetic instruction. 

In 16 cases in which a plastic operation was per 
formed on the jaw there was only tr failure. The 
failure was due apparently to the fact that the opera 
tion was performed in a single stage. 

Of 2 cases admitted to the clinic with the diag 
nosis of trigeminal neuralgia, fibrous osteitis of the 
lower jaw was found in one, and the roentgenogram 
and the cut surface of the extracted healthy tooth 
showed a denticulus in the other, 
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Of the 46 fractures (some of them multiple), 30 
were treated as in-patient cases. As a rule older 
fractures were not splinted immediately, treatment 
first being given to arrest the osteomyelitic process. 
Normal position was obtained exclusively by means 
of rubber bands fastened to retention hooks on wire 
splints on the upper or lower jaw. Klugardt’s 
apparatus with moderate rubber traction was used 
only in a case in which the fragments had grown to- 
gether in an abnormal position. Consolidation of 
fractures was accelerated by thyroidin. 

In cases of osteomyelitis (6 of the upper jaw and 
34 of the lower jaw) the attempt was made to pro- 
vide for external escape of the pus. In this way it 
was possible to save the teeth in 3 severe cases. 

Within a short time the Clinic has become the 
consultive center for Charkov. In the author’s 
opinion every large hospital should have a stoma- 
tological surgical division. M. Hesse (Z). 


Bernard, R.: The Facial Route in Extensive Opera- 
tions on the Mouth and Oropharynx: Cancer 
of the Mandible, Floor of the Mouth, Tonsil, 
and Pharynx (Le décollement des téguments de la 
face. Voie d’abord dans les grandes opérations 
d’exérése sur la bouche et l’oro-pharynx; cancers du 
maxillaire inférieur, cancers du plancher de la bouche, 
cancers de l’amygdale et du pharynx). Presse méd., 
Par., 1933, xli, 748. 

In the classical operations on the oropharynx the 
operative field was approached by way of the neck. 
This approach has the following disadvantages: 

1. It is indirect and inconvenient. 

2. The septic buccal cavity communicates with 
the cellular spaces of the neck. 

3. There is much mutilation of the bone. 

In the method described by Bernard the approach 
to the lesion is much more direct, the spaces of the 
neck are not opened, and there is often little mutila- 
tion of the face. A vertical incision is made through 
the lip and chin to meet a transverse incision made 
along the mandible. Wide exposure of the mouth is 
then obtained by dissecting the flap free on each 
side of the mandible. In some cases total resection 
of the mandible may be necessary, but this is avoided 
whenever possible. In many cases the surgeon may 
preserve the function and appearance of the face by 
limiting the operation to what is described as an 
“economical resection.’’ In this procedure the bone 
is only partially resected, usually toward the al- 
veolar margin in the horizontal body of the bone or 
the anterior portion of the mandibular ramus. If 
the field of operation is unilateral, the turning back 
of a single flap of skin from the chin will be suflicient 
for resection of the mandible on the affected side and 
will afford a good approach to the tonsil and pha- 
ryngeal wall of that side. Marsu W. Pootr, M.D. 


Gentil, F.: Cancer of the Tongue (Sdbre 0 cancro da 
lingua). Arquivo de patol., 1931, iii, 148. 


The author reviews the history of the treatment 
of cancer of the tongue from the days in which sur 


HEAD AND NECK 415 


gery alone was used, through the period of roentgen 
treatment, which proved ineffective, up to the pres- 
ent time, when combined surgical and radium treat- 
ment is employed. He discusses the local causes of 
cancer of the mouth in general and the relations be- 
tween tobacco and syphilis and cancer of the tongue, 
and emphasizes the importance of buccal and dental 
hygiene, the removal of causes of irritation, and the 
extirpation of precancerous conditions, particularly 
leucoplakia, in the prevention of cancer of the mouth 
and tongue. 

Since 1913 he has treated cancer of the tongue by 
a modification of radium puncture. He makes open- 
ings in the tongue with the radiobistoury for the in- 
sertion of the radium tubes. If the tumor is not 
more than three or four weeks old he applies radium 
externally by means of a Columbia paste apparatus 
according to Regaud’s technique. If the tumor is 
older or if its age and the degree of involvement of 
the glands cannot be determined, he routinely 
removes the suprahyoid cervical glands on one or 
both sides. He states that cancers of the posterior 
two-thirds of the tongue produce early bilateral in- 
volvement of the glands. Extirpation of the cellular 
tissue and glands does not exclude postoperative 
cervical radium therapy. 

There is no form of cancer capable of greater 
variations than cancer of the tongue. The lesion may 
develop toward the floor of the mouth or follow the 
lymphatics and invade the jaw. In either case the 
tumor may be treated by radium puncture and the 
glands treated by the external application of radium 
or surgical removal, depending on the stage of their 
involvement. If the cancer is so far advanced that 
only palliative measures are possible, the lingual or 
external carotid arteries may be ligated and as much 
of the tumor mass as possible removed with the 
radiobistoury. Sometimes roentgen therapy is em- 
ploved as palliative treatment, but it is not very 
effective. 

In the removal of the glands it is best to avoid the 
formation of a communication between the cervical 
and buccal fields. If enlargement of the field of 
operation is necessary it is best to make a horizontal 
section of the cheek from one of the commissures. 
The steps of the operation are shown in illustrations 
The author prefers rectal or intravenous anesthesia 
even if it must be supplemented with local anas 
thesia. Aubrey Goss Morcan, M.D. 


Talini, P. C.: The Technique of Radium Treat- 
ment of Carcinoma of the Tongue (La tecnica 
curieterapica del carcinoma della lingua). Radiol. 
med., 1933, XX, 625. 

The author describes the methods of applying 
radium therapy in cases of cancer of the tongue 
which are used in the Radiological Section of the 
National Institute Victor Emanuel III for the 
Study and Treatment of Cancer at Milan. Ordi 
narily the treatment is divided into the following 
three stages: (1) fixation of needles and small radio 
active tubes in and around the tumor; (2) surgical 
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removal of the regional lymph glands; and (3) 
irradiation through the skin of the regional lym- 
phatic territory by means of an apparatus moulded 
of Columbia paste. 

Also discussed are the general principles of radium 
puncture, including the selection and space distribu- 
tion of the needles or tubes, the technique, and the 
duration of the treatment; the plans used in different 
cases according to the stage of development and the 
localization of the tumor (shown also in illustrations; 
and postoperative irradiation with the Columbia 
paste apparatus, including the technique, the con- 
struction of the apparatus, the dosage, and the 
duration of the treatment in different cases. 

AuprREY Goss Morcan, M.D. 


PHARYNX 


Gordon-Taylor, G.: Malignant Disease of the Oro- 
pharynx, Including the Fauces. J. Laryngol. & 
Otol., 1933, xlviii, 463. 

For tumors of the hypopharynx amenable to sur- 
gical removal the old-fashioned knife may still be 
used, but for the extirpation or sterilization of pri- 
mary malignant neoplasms of the oropharynx the 
modes of attack now employed are diathermy and 
various forms of irradiation. The results of radium 
therapy have caused crudely mutilating operations 
to be looked upon with an increasingly critical eye. 
The surgery of cancer of the oropharynx requires 
much judgment. For the best results the surgeon 
must choose the method most appropriate for the 
particular case. 

The author discusses in detail the different forms 
of cancer of the oropharynx, describes the operations 


of approach for convenient extirpation of the pri- 
mary tumor, and reviews the methods and results of 


other surgeons. GeEorGE R. McAuttrr, M.D. 

Gordon-Taylor, G., Patterson, N., Maisin, J., Van 
Den Wildenberg, L., Vassiliadis, H. C., and 
Others: Discussion on Malignant Disease of 
the Oropharynx, Including the Fauces. Proc. 
Roy. Soc. Med., Lond., 1933, xxvi, 889. 


GoRDON-TAYLOR believes that for malignant 
neoplasms of the oropharynx and fauces diathermy 
and irradiation should be the modes of attack. He 
states that the results of radium therapy have made 
us look with an increasingly critical eye upon crudely 
mutilating operations. The surgery of cancer in this 
region requires judgment as each case presents an 
individual problem. 

PATTERSON reported that he had treated fifty 
cases of oropharyngeal carcinoma with diathermy, 
but in selected cases he does an endothermy excision 
of the tumor and gland-bearing area. If a neck 
operation is necessary, he performs it prior to re- 
moval of the tumor. 

MAISIN, VAN DEN WILDENBERG, and VASSILIADIS 
stated that it is possible to cure sarcoma of the 
tonsils and local epithelial cancer of the oropharynx 
by external irradiation alone. As the glandular 
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metastases of epithelial cancers are more resistant 
than the primary lesions, it is advisable to operate 
when possible and irradiate the whole region dis- 
sected later. The percentage of cures is small. The 
results of irradiation may sometimes be improved 
by the use of lipoid, extracts of brain, thymus, bone 
marrow, and spleen. Another agent used is a small 
amount of barium by mouth. 

TROTTER said that he favors median pharyngotomy 
for the radical cure of growths which are situate 
fairly far down the pharynx as it spares the patient 
mutilation. 

HARMER stated that in cases of rapidly growing 
sarcomata surgery and diathermy are attended by 
grave risks, whereas the tumors respond well to 
irradiation. In early carcinoma of the lip and 
anterior portion of the tongue the growths generall\ 
disappear if they are surrounded with radium. In 
this region surgery also gives good results. In cases 
of deep growths irradiation is given externally and 
also by interstitial irradiation. 

DIckIE£ reported that he still performs a serious 
and mutilating operation as his experience with 
other methods has been disappointing. 

Warr stated that the results are most unsatisfac 
tory in cases of postoperative recurrence. In such 
cases surgery or radium irradiation or both are 
indicated. 

McKeEnzIE reported that he had excised eleven 
—- growths by diathermy with very good re- 
sults. 

JosBson cited twenty-eight cases of malignant 
disease of the pharynx. In twenty-two, the lesion 
was in the oropharynx. The treatment consisted 
of diathermy followed in some cases by irradiation 
with the X-rays or radon. 

GeorcE R. McAuttrr, M.D. 


Patterson, N.: Malignant Disease of the Oro- 
pharynx, Including the Fauces. J. Laryigol. 
& Otol., 1933, xviii, 473. 

The author states that until comparatively re 
cently the results of treatment of malignant disease 
of the oropharynx have usually been extremely poor, 
but since the introduction of diathermy many suc 
cessful results have been obtained. With regard to 
radium irradiation he states that while an almost 
miraculous disappearance of the tumor often takes 
place, it is frequently followed by a recurrence, per 
haps in an unusual situation. Moreover, the inser 
tion of needles or seeds is always associated with th« 
risk of causing dissemination even if, in the case of « 
small tumor, an attempt is made to place the radium 
only in the surrounding tissue. On account of the 
vast amount of work that is being done to improve 
the results of radium and X-ray treatment, Patterson 
believes it not unreasonable to hope that in future 
patients will be treated entirely by irradiation from 
a distance, massive units of radium, or extremel) 
short X-rays. Encouraging results are being ob 
tained at Radiumhemmet in Stockholm and else- 
where. 
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Patterson holds the view that if there is a good 
chance of removing the tumor completely without 
undue risk, endothermy excision should be carried 
out and, in selected cases, combined with drastic 
surgical removal of the gland-bearing areas. Prob- 
ably in the majority of cases irradiation should fol- 
low operation. Before the use of endothermy the 
usual precautions should be taken to render the 
mouth as clean as possible. To insure eradication, 
the healthy tissues must be severed at a sufficient 
distance from the growth. After removal of the 
tumor the resulting cavity should be treated with a 
button electrode. Adequate exposure can be ob- 
tained in every case by the use of the Davis gag or 
suspension apparatus. In Patterson’s opinion, 
splitting of the cheek does not improve access to the 
tumor, and such a procedure as removal of a por- 
tion of the lower jaw, which increases the operative 
risk and leads to deformity, is necessary only in ex- 
ceptional cases. 

Operation may be contra-indicated by the size or 
situation of the primary tumor, the age or general 
condition of the patient, or the presence of glandular 
masses which cannot be removed. The ultimate 
outlook depends upon the presence or absence of 
metastases. Occasionally, however, a sufliciently 


thorough operation will be successful even when 
there are massive metastases in the glands. 
James C. BrasweE Lt, M.D. 
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NECK 


Turton, P. H. J.: The Distribution of Simple Goi- 
ter in Derbyshire. Proc. Roy. Soc. Med., Lond., 
1933, XXVi, 1223. 


Following a discussion of the physical character, 
altitude, temperature, rainfall, drainage, soil, and 
source and nature of the water supply of Derby- 
shire, the author reports the results of an investiga- 
tion of the incidence of the different types of simple 
goiter with regard to the region, minerals in the soil, 
iodine content of the water, and diet and education 
of the subjects. He concludes that the ‘endemic 
goiter’ of Derbyshire is not due to a single agent. 
Impure and unprotected sources of water supply 
leading to a possibly specific gastro-intestinal infec- 
tion are important factors in the production of the 
disease. The chief faults found in the diets of the 
children were a frequent total absence of fresh 
vegetables and fruits, the substitution of margarine 
or vitamine-poor fats for butter, and insufliciency 
of meat and milk. There was no evidence that iodine 
insufficiency was a factor in the causation of the 
goiter. Turton believes that attention to public and 
personal hygiene, to the principles of nutrition, and 
to the mineral content and purity of the water sup- 
ply have all played a part in abolishing or diminish- 
ing the frequency of ‘‘ Derby neck.” 

M. HERBERT BARKER, M.D. 











BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Dandy, W. E.: Physiological Studies Following 
Extirpation of the Right Cerebral Hemisphere 
in Man. Bull. Johns Hopkins Hosp., Balt., 1933, 
lili, 31. 

Physiological studies were made on three patients 
following removal of the greater portion of the right 
cerebral hemisphere. 

The first patient was a preacher thirty-two years 
of age who had a large subcortical tumor involving 
the right frontal, parietal, and temporal lobes. 
Seven weeks after exposure of the tumor and de- 
compression, the right cerebral hemisphere with the 
exception of an area of the occipital lobe was sub- 
totally resected, 250 gm. of brain tissue being re- 
moved. The postoperative course was uneventful. 
The patient’s mental faculties appeared to remain 
quite normal. Death occurred two years and two 
months later, apparently from a recurrence. 

The second patient was a woman twenty-four 
years old who had a deep infiltrating tumor in the 
face and arm center of the right cerebral hemis- 
phere. Following elevation of the frontal lobe and 
double clipping of the carotid artery alongside the 
optic nerve, the anterior cerebral, middle cerebral, 
and posterior communicating arteries were doubly 
clipped and divided. Thereupon the volume of the 
cerebral hemisphere was immediately markedly re- 
duced. Three hundred and seventy-five grams of 
brain tissue were removed. Following continuous 
drainage, instituted on the third postoperative day 
in the frontal region, infection developed. The in- 
fection became quite purulent and drainage through 
an incision with removal of the bone flap became 
necessary. The infection could never be eradicated. 
Death occurred six months after the operation. The 
patient’s mentality was apparently fairly good, but 
at times she was irritable and uncoéperative. 

The third patient was a colored man from whom 
584 gm. of the right cerebral hemisphere containing 
a tumor were removed. Meningitis developed on the 
second day and death occurred ten days later. Con- 
versation carried on after the operation indicated 
normal mental function. 

The author discusses the retention of mental func- 
tion after such radical resections. One of the most 
interesting findings was the preservation of the 
function of the cranial nerves. Hemianopsia was 
complete. The function of the trigeminal and facial 
nerves was only slightly altered. In one of the cases 
reported, sensation was slightly diminished over the 
trigeminal distribution. The motor power of the 
facial nerve was definitely diminished, but remark- 
ably well preserved. Very slight movement of the 
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left leg was preserved, and contractures did not de- 
velop. The flaccidity of the extremities was most 
surprising. The preservation of sensation in the 
joints and acute pain when the deep muscles were 
compressed demonstrated the existence of sensa- 
tions that are mediated at a lower level than the 
cortex. The abdominal and corneal reflexes remained 
unchanged. Rosert ZOLuINGER, M.D. 


Hirsch, O.: Nasal Operations for Tumor of the 
Hypophysis (Die nasalen Operationen der Hypoph 
ysentumoren). Alin. Monatsbl. f Augenh., 1932 
Ixxxix, 782. 

The author reviews 237 nasal operations on the 
hypophysis which were performed in the cases oi 
233 patients. Of 175 patients operated upon in 
the period from 1919 to 1932, 9 died, the operative 
mortality being therefore 5.1 per cent. Of the 
patients who survived the operation, 27 died ir 
the first three years. Of these, 15 died of an in 
operable tumor; 3, of secondary intracranial opera 
tion; 2, of apoplexy; 2, of a cerebrospinal fluid 
fistula; 1, of haemorrhage; 1, of grippe; and 3, o! 
an unknown cause. Two patients died after threc 
and a half years; 3, after six years (2 of these from 
recurrence); 2, after ten years; and 1 after twelve 
years. One hundred and thirty-one of the patients 
are still living. 

Of the 46 patients who are still living from eight 
weeks to two years after the operation, 32 have 
good end-results, to have not been benefited, and 
4 have recurrences. Of the 28 who are still living 
after from two to four years, 18 have good end 
results, 6 have not been benefited, and 1 has a 
recurrence. In the cases of 3, the results are un 
known. Of the 57 patients who are still living afte: 
from four to thirteen and a half years since the 
operation, 41 have good end-results, 5 have recur 
rences, and 2 have not been benefited. The results 
in the cases of 9 are not known. 

The prevention of recurrences demands after- 
treatment with radium. The figures cited show 
the results of combined operative and radium 
treatment. 

Seventy per cent of the patients operated on 
from four to thirteen years ago are clinically cured 
and are excellent examples of improvement and 
preservation of vision following operation. 

In most of the cases reviewed the operation wa: 
performed because of progressive disturbances o/ 
vision, and in a few because of acromegaly with 
unbearable headaches. The method described ': 
suitable for cystic and intrasellar solid tumor 
Malignant and very large tumors which hav: 
broken through into the sphenoid sinuses are no! 
treated successfully by any method. The auth: 














reports the case of a woman whose vision was fair 
twenty years after operation although it was not 
good at the time of the intervention. Poxya (Z). 


Smith, A. B., Lambert, V. F., and Wallace, H. L.: 
Paralysis of the Recurrent Laryngeal Nerve. A 
Survey of 235 Cases. Edinburgh M. J., 1933, xl, 
344. 


The authors report a study of 235 cases of paral- 
ysis of one or both recurrent laryngeal nerves. Cases 
showing intrinsic pathological changes in the larynx, 
such as tuberculous or specific ulcerations, were 
excluded. The ratio of males to females was 2.2:1. 
The causes of the paralysis varied greatly. In 23 
cases no definite cause could be found. In 7 cases 
the condition followed exposure to cold, and in 43 
the cardiovascular system was apparently the causa- 
tive agent. In 5 of the latter there was a definite 
cardiac lesion without involvement of the aorta. 
The authors suggest the possibility that dilatation 
of the left auricle from mitral stenosis might produce 
paralysis of the left recurrent laryngeal nerve. In 
23 of the cases reviewed, the majority those of males, 
the paralysis was the result of pulmonary tubercu- 
losis. Of 30 cases in which it was due to goiter, 
trauma at operation was a factor in 12. The incidence 
of the condition was highest in cases of tumor. In 
18 cases the cause was enlarged glands in the neck, 
and in 15 cases, a disease of the nervous system such 
as bulbar paralysis. 

In 23 (9.8 per cent) of the cases the paralysis was 
bilateral. The left side was involved much more 
frequently than the right except in cases of goiter, 
in which the right and left nerves were affected 
with equal frequency. 

The authors discuss Semon’s law, according to 
which the cord is in the median line position in the 
early stages of paralysis, but moves outward and 
occupies the cadaveric position when the paralysis 
becomes complete. From an investigation of the 
position of the cord in 117 of the cases reviewed, the 
authors conclude that the cadaveric position is as- 
sumed by paralyzed cords in the majority of cases 
and that, irrespective of its position, a paralyzed 
vocal cord may completely recover its function, 
especially when no cause for the paralysis can be 
discovered. The aphonia resulting from permanent 
paralysis of a vocal cord will ultimately show con- 
siderable improvement, and complete recovery of 
the voice may occur within a year. 

RoBERT ZOLLINGER, M.D. 


SPINAL CORD AND ITS COVERINGS 


Wertheimer, P., and Dechaume, J.: Acute and 
Chronic Epiduritis (Les épidurites aigués et chro- 
niques). Lyon chir., 1933, XXX, 129. 

The epidural space between the dura mater of the 
spinal cord and the wall of the vertebral canal may 
become the site of acute or chronic inflammation. 
The inflammation may extend to it by contiguity 
from a neighboring infection or may be due to a met- 
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astatic abscess. The authors report two cases, one 
acute and the other chronic. 

In the first case, that of a woman forty-eight years 
of age, the condition developed following the spon- 
taneous opening of an anthrax infection of the neck. 
The next night the patient complained of intense 
pain in the left arm, and the following morning 
showed incomplete paralysis of the legs. The in- 
complete paralysis was followed by complete flaccid 
paralysis, and death occurred on the fifth day. 
Autopsy showed a focus of inflammation about 2 
cm. long in the anterior epidural space at the lower 
end of the cervical cord. 

These inflammations generally occur in the pos- 
terior space and are apt to present signs of either 
meningitis or transverse myelitis. In spite of the 
difficulties in diagnosis, acute purulent epiduritis 
may be diagnosed on the basis of its sudden begin- 
ning, the intensity of the pain, the predominance 
of paralysis of the lower limbs, the rapidly progres- 
sive character of the paraplegia, and the absence of 
cerebral symptoms. As a rule the interval between 
the beginning of pain and the beginning of paralysis 
is longer than in the case herewith reported. The 
advisability of lumbar puncture when epiduritis is 
suspected is questionable as there is danger of car- 
rying the infection into the subdural space. In some 
cases surgical decompression has yielded good re- 
sults. It was not attempted in the authors’ case 
because the diagnosis was not definite. The course 
of the condition was so rapid that it is doubtful 
whether such treatment would have been successful. 

The second case reported by the authors was one 
of chronic tumor-like epiduritis in a workman 
twenty-four years of age who was admitted to hos- 
pital for paresis of the right leg and left arm. The 
condition had begun with intense pain in the left 
arm; about three months elapsed before the paral- 
ysis developed. Lipiodol examination suggested a 
tumor at the level of the seventh cervical vertebra. 
Operation disclosed a chronic tumor-like epiduritis. 
The tissue removed was an ordinary inflammatory 
granulation tissue with no signs of tumor cells or 
giant cells. Guinea-pig inoculation was negative. 

In neither of the cases reported was there a history 
or evidence of syphilis. 

While simple laminectomy has been successful in 
some cases, the pseudo-tumor should be removed if 
possible. Roentgen treatment has proved effective 
in a few cases. Aubrey Goss Morean, M.D. 


MISCELLANEOUS 


Puusepp, L.: The Development of Surgical Neuro- 
pathology During the Last Ten Years Accord- 
ing to the Data of the Nervous Disease Clinic of 
the Tartu University at Dorpat (Ueber die 
Entwicklung der chirurgischen Neuropathologie 
waehrend der letzten 10 Jahre, nach den Daten der 
Nervenklinik der Universitaet Tartu-Dorpat). Fol. 
neuro path. eston., 1932, Xii, 95. 

In the Nervous Disease Clinic of the University of 

Dorpat surgical methods of treatment are employed 
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with considerable frequency. The advances which 
have been made during the last ten years are sum- 
marized as follows: 

In spastic paralyses, the posterior nerve root is no 
longer divided according to the method of Foerster, 
but is demonstrated on freely exposed peripheral 
nerves by stimulation of the sensory portion and 
then resected. 

In ‘‘lesions of the brachial plexus,” tenotomy of 
the scalenus anticus is carried out instead of resec- 
tion of the first rib. 

In neuralgias, injections of alcohol are employed 
extensively. 

The author uses puncture of the spinal sub- 
arachnoid space at any level desired. The needle 
is 1 mm. thick. In the cervical and the lumbar 
portions of the spine the direction of the needle is 
vertical to the skin, but in the thoracic portion the 
needle is introduced obliquely from below upward. 
The depth of the puncture is from 4 to 5 cm. in the 
cervical portion, from 5 to 8 cm. in the thoracic 
portion, and from 6 to 7 cm. in the lumbar portion. 
The back is curved as much as possible. The needle 
is introduced slowly and carefully. When the flow 
is deficient the pressure of the spinal fluid is in- 
creased by pressure on the abdomen or compression 
of the jugular vein in order to remove obstructing 
particles of fat from the cannula. If spinal fluid is 
obtained below the site of obstruction of the lipiodol, 
the presence of circumscribed meningitis is indi- 
cated. In cases of tumor, particles of the neoplasm 
may be aspirated. Therefore to ascertain the 
necessary depth of puncture it is advisable to de- 
termine this previously by exploratory puncture 
below the suspected border of the tumor. The 
author has carried out this ‘‘stage puncture” twenty- 
eight times without complications. Its field of 
indications includes: (1) the differential diagnosis 
between cysts, circumscribed meningitis, tumors, 
and other obstructions to the circulation of spinal 
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fluid; (2) the evacuation of cysts; and (3) the drug 
therapy of luetic processes. 

The author also practices myelopuncture (thirty- 
two cases without complications). He introduces a 
o.5-mm. needle through the spinal puncture cannula. 
When it penetrates the spinal cord the flow of fluid 
ceases and the patient feels a severe pain in one or 
both legs, which soon ceases. From the character 
and pressure of the fluids obtained a differential 
diagnosis can be made of intramedullary spaces. 
When the pressure in such spaces is excessive the 
procedure has a therapeutic effect. By the introduc- 
tion of from 0.2 to 0.5 c.cm. of lipiodol a space may 
be demonstrated with the roentgen rays after from 
ten to twenty minutes. 

Endomyelography was done in three cases. The 
author attributes the introduction of the operative 
treatment of syringomyelia to his clinic and praises 
the procedure. Before the intervention he always 
determines the borders of the space by means of 
endomyelography. 

In the study of spinal cord tumors, Puusepp has 
found that there is an arachnoiditis ossificans which 
produces symptoms of compression and may be 
cured operatively. 

He has learned to recognize also a thickening of 
the ligamentum flavum between the fifth lumbar 
vertebra and the sacrum which produces bladder 
and rectal disturbances (three cases), especially in 
motor car drivers, by causing compression of the 
cauda equina. These disturbances can be cured by 
removing the band. 

In a case of parkinsonism, the author divided the 
posterior columns of the spinal cord with good 
results. 

In tabetic crises, he has obtained good results 
from partial chordotomy of the tracts to the thorax 
and the abdomen, as determined by stimulation, 
through a longitudinal incision in the spinal cord. 

WREDE (Z). 

















CHEST WALL AND BREAST 


Tzovaru, S.: The Bleeding Breast (La mamelle 
saignante). Rev. de chir., Par., 1933, lii, 313. 

Bleeding from the breast was formerly con- 
sidered indicative of subjacent malignancy, but is 
now known to be caused by benign as well as ma- 
lignant conditions. It is a relatively rare phenome- 
non. It occurs most frequently after the age of forty 
years and usually in females, particularly women 
who have borne several children. 

The initiation or aggravation of the hemorrhage 
during the menstrual periods is explained by the 
congestion of the breast which occurs during men- 
struation. 

Two groups of cases of bloody discharge from the 
nipple are recognized. The first group are the cases 
in which there is no underlying anatomicopathologi- 
cal lesion of the mammary gland. Among these are 
cases of haemorrhage of the breast of hysterical 
origin, those of breast bleeding supplementary to 
menstruation, those due to local or general vas- 
cular diseases, those of breast hemorrhage occurring 
in the presence of a blood dyscrasia, and those of 
bleeding from the breast in the newborn. In gen- 
eral, bleeding of this type is infrequent. It is due 
to a functional condition rather than an organic 
breast lesion and does not require surgical inter- 
vention. 

The second group of cases are those of inflamma- 
tory benign and malignant lesions of the breast. 
Chronic mastitis occasionally gives rise to a san- 
guineous discharge. Of the benign tumors causing 
bleeding from the nipple, the most common are 
intracanalicular adenomata. These have a particular 
tendency to cause hemorrhage on account of their 
structure and their usual location within the larger 
ducts. Other benign tumors causing hemorrhage 
from the nipple are papillomata, adenofibromata, 
hemangiomata, and lymphangiomata. Carcinoma 
of the breast may be associated with a bloody dis- 
charge if it develops primarily within the ducts, 
invades the ducts secondarily, or is of cystic form. 
Dystrophies of the mammary glands, such as 
polycystic disease, may also cause a bloody dis- 
charge. 

The causes in this group of cases comprise the 
lesions frequently encountered in practice. The 
bleeding occurs just before the menopause and is 
due to definite lesions of the breast which may be 
inflammatory, neoplastic, or dystrophic and either 
benign or malignant. Its frequency depends upon 
the location and structure of the lesion. As a rule 


surgical therapy is indicated. The type of operation 
depends upon the nature of the lesion. 
Lro M. ZmMMERMAN, M.D. 
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Lee, B. J., Pack, G. T., and Scharnagel, I.: Sweat- 
Gland Cancer of the Breast. Surg., Gynec. & 
Obst., 1933, lvi, 975. 

This article is summarized as follows: ‘The 
human breast develops as a modified apocrine sweat 
gland. Apparent sweat-gland tubules and cysts 
occur in the normal adult breast, where they 
anastomose with the interlobular lacteal ducts. 
The characteristic features which distinguish the 
mammary sweat-gland tubules from the lacteal ducts 
are: constant eosinophilia of the cytoplasm, an 
inner layer of high columnar cells, the occasional 
presence of myo-epithelial cells surrounding the 
tubules, and the tendency to form intratubular and 
intracystic papillary tufts. The anatomical and 
staining characteristics of these cells persist through 
all the transitional phases of normal sweat-gland 
tubules, cysts, intracystic papillomata, adenomata, 
and carcinomata. 

“Evidence is presented to substantiate the theory 
that sweat-gland carcinomata of the breast may 
develop from pre-existing sweat-gland tubules, 
cysts, and papillary adenomata. The various stages 
in this transition have been seen. Except for the 
peculiar properties of sweat-gland structures in the 
breast which we have enumerated, the sweat-gland 
carcinomata of the breast have much the same 
structure as other mammary cancers, e.g., we find 
that the bulky adenocarcinomata, the comedocar- 
cinomata, the papillary, intraductal, and intracystic 
carcinomata, the medullary carcinomata, the car- 
cinoma simplex, and even scirrhous carcinomata of 
the breast are represented in this group. 

“Sweat-gland cancers of the breast occur more 
frequently in swarthy brunettes whose skin has large 
pores and an oily, coarse texture. Their regional 
distribution is mostly on the periphery of the breast, 
particularly in the axillary tail and submammary 
fold. The frequency of pain, skin adherence, and 
ulceration are significant clinical features of sweat- 
gland cancer of the breast. The degree of malignancy 
and the prognosis following treatment is practically 
the same for sweat-gland cancers of the breast as it 
is for the general group of mammary cancers.” 

ELIZABETH CRANSTON. 


Hernaman-Johnson, F.: Metastases in 
Cancer: The Problem of Prevention. 
Radiol., 1933, vi, 468. 


Breast 
Brit: J. 


In every case of palpable tumor in the breast 
there is a possibility of metastasis, and in most 
cases of cancer of the breast metastasis is the 
ultimate cause of death. The only hope of sub- 
stantially improving present-day results in breast 
cancer is to discover some means of combating 
metastatic invasion. 
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Metastases arise from unremoved or undestroyed 
portions of the primary lesion or are already present 
when the local condition is dealt with. If local 
malignant remainders are the source of metastases, 
we may hope to check some of them and destroy 
others by administering roentgen irradiation in 
suitable doses over a very wide field at intervals 
over a considerable period of time after an initial 
attempt to cure by surgery or radium implantation. 
The beneficial action of such treatment may be due, 
not to direct injury of the malignant cells, but to the 
production of a response in the organism which 
renders it able to deal with the morbid condition. 
Other agents, notably ultraviolet light, may also 
be used to advantage because of their constitutional 
effects. Apotpa Hartunc, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Hilman, A.: Streptothricosis of the Lungs and 
Pleura and Its Surgical Treatment (Zur Frage 
ueber Streptotrichose der Lungen und der Pleura 
und ihre chirurgische Behandlung). Nov. chir. 
Arch., 1932, Xxvii, 65. 

Although the streptothrix is closely related to 
the actinomyces, it presents several characteristics 
from the morphologicobotanical point of view as 
well as in the clinical picture it produces by which it 
can be differentiated from the latter. There are 
numerous forms (over 100) of streptothrix, but only 
the pathogenic varieties of the organism are consid- 
ered here. 

The pathogenic varieties are encountered less fre- 
quently than the saprophytic varieties. When the 
streptothrix is found in the sputum, feces, or pus 
the determination of its type is of great impor- 
tance. Pathogenic varieties of streptothrix grow 
better at body temperature than at room tempera- 
ture, and on intravenous or intraperitoneal injection 
into control animals produce a miliary pseudo- 
tuberculous spread in the peritoneal cavity. More- 
over, it must be borne in mind that the streptothrix 
is frequently associated with other disease processes 
(tuberculosis, bronchiectasis). 

The streptothrix is a true pus-producing organism, 
and on entering the lungs produces bronchopneu- 
monic foci which show a marked tendency toward 
necrosis and the formation of cavities (bronchiec- 
tases, cavities, abscesses). Frequently an associated 
suppurative pleurisy is found. The pus or sputum 
is tough, thick, and chocolate colored and contains 
détritus-like masses of broken-down granulations 
and white granules of yeast colonies. In the major- 
ity of cases the streptothrix infection simulates pul- 
monary tuberculosis, but a correct diagnosis can 
be made by microscopic examination of the spu- 
tum or pus. 

In the treatment, the pus cavities should be 
opened as widely as possible by rib resection and 
incision of the abscess. Attention is called to the 


fact that the lungs often show multiple pus foci. 
Therefore the rib resection must not be too con- 











INTERNATIONAL ABSTRACT OF SURGERY 


servative. Operative treatment should be supple- 
mented by internal iodine therapy. 

The prognosis is always doubtful, and in advanced 
cases is poor. 

The author reports 2 cases. One was that of a 
man twenty-five years old who was operated upon 
for a streptothricotic abscess of the right lung and 
was released from the sanatorium in a serious condi- 
tion. The other was that of an ape which died from 
the condition. G. Atrpov (Z). 


Reale: Comparative Clinical Researches on the 
Reaction of Sedimentation of the Erythrocytes 
and on the Leucocytic Formula in Tubercu- 
losis (Recherches cliniques comparatives sur la 
réaction de sédimentation des globules rouges et sur 
la formule leucocytaire dans la tuberculose). Arch. 
méd.-chir. de appar. respir., 1933, viii, 40. 

Following a discussion of the theory and tech- 
nique of sedimentation of the erythrocytes and the 
determination of the leucocytic formula, the author 
reports the results of 602 sedimentation tests and 
535 morphological examinations of the blood which 
were carried out in series in the cases of 184 patients 
with tuberculosis. 

The rate of sedimentation of the erythrocytes 
and the leucocytic formula controlled in series, al- 
though not specific reactions, supplement each other 
and render more certain the diagnosis and prognosis 
of the spurts characteristic of the evolution of 
tuberculosis. 

Sedimentation of the erythrocytes is especially 
the reaction of the acute phase of the evolutionary 
spurt, and the hemogram discloses the reactions of 
the final period and the interval phase. 

In sanitoria situated at high altitudes the hamo- 
gram is of particular value to supplement the find 
ings of sedimentation modified by the hyperglobulia 
of altitude. This is true especially toward the end 
of the evolutionary spurt. 

The rate of sedimentation shows pathological 
values especially in the exudate phase of lesions 
which tend toward the normal in the indurative 
phase. In the exudative phase the hemogram is 
changed toward neutrophilia (with almost exclu- 
sively degenerative nuclear deviation) and in the 
indurative phase it is changed toward lymphocy 
tosis. In the cavities there are no characteristic 
changes. The different types of cavities reflec! 
rather the condition of the pericavitary tissue. 

The two tests are of only slight importance in 
the absolute prognosis of tuberculosis, but are of 
considerable importance in the treatment of the con 
dition. Etta M. SALMONSEN, M.D. 


Decker, H. R.: The Results of Phrenic Nerve Opera- 
tions in 222 Cases; With a Discussion of the 
Technique of the Operations. J. Thoracic Surg 
1933, li, 538. 

The author reports the results of 200 phrenic 
nerve avulsions and 22 phrenic nerve crushes per 
formed in the period between July, 1927, and March 














1933. Phrenic nerve avulsion was done 181 times 


for pulmonary tuberculosis and 
bronchiectasis. 

As treatment for pulmonary tuberculosis, phrenic 
paralysis was induced in cases of moderately and far 
advanced disease, both unilateral and bilateral, with 
or without cavitation, and regardless of the location 
of the lesion in the lung. It was not induced for 
minimal lesions nor in acute, caseous, febrile cases. 
rhe primary objective was to secure collapse of the 
lung, and the secondary objective to secure closure 
of the cavities. 

Of the patients treated by phrenic avulsion, 
slightly fewer than one-third (28.7 per cent) are 
well and working; over one-third (37 per cent) show 
improvement; 13.3 per cent have not been benefited; 
and 21 per cent are dead. The conclusions as to the 
present status of the surviving patients are conserva- 
tive. In no instance was death directly attributable 
to the operation and in no instance was the phrenic 
interruption followed by an unfavorable course so 
closely that the disturbances could be attributed to 
the operation. 

When phrenic avulsion was combined with arti- 
ficial pneumothorax or thoracoplasty, maximal 
collapse of the lung being obtained, the incidence of 
recovery was higher. The frequency of favorable 
results was found to be in direct proportion to the 
rise of the diaphragm. Therefore it appears that 
the degree of collapse is of more importance in 
healing than the cessation of the movement of the 
diaphragm. 

Of 56 cases in which phrenic avulsion was done 
alone with the special objective of closing a sizable 
cavity, complete obliteration took place in 13 
(23.2 per cent) and partial closure in 27 (48.2 per 
cent). In 16 (26.6 per cent), no effect was observed, 
and in 2 of these the cavity subsequently became 
larger. The sputum was decreased in 70 per cent 
of the cases. In 25 per cent it became negative 
within three months, and in 4o per cent it became 
negative within a year. Cough was decreased in 
67 per cent of the cases, and hamorrhage was 
stopped in 55.5 per cent. 

The author believes that temporary crushing of 
the phrenic nerve as a trial procedure is indicated 
in: (1) extensive bilateral disease, (2) bilateral 
disease with predominance on 1 side, and (3) more 
or less acute spreading unilateral disease with the 
likelihood of involvement of the other lung. The 
paralysis of the diaphragm will continue for at 
least six months if the nerve is crushed for 0.5 
cm. of its length, and for a considerably longer 
period of time if a greater portion of the nerve is 
crushed. 

In the author’s opinion a trial of phrenic paralysis 
is worth while in cases of bronchiectasis before a 
serious operation such as lobectomy or thoraco- 
plasty is undertaken. 

The anatomy of the phrenic nerve is discussed 
and the technique of phrenic nerve avulsion and 
crushing is described. Earv O. Latimer, M.D. 
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Moore, R. L., and Cochran, H. W.: The Effects of 
Closed Pneumothorax, Partial Occlusion of 
One Primary Bronchus, Phrenicectomy, and 
Respiration of Nitrogen by One Lung on Pul- 
monary Expansion and the Minute Volume of 
Blood Flowing Through the Lungs. J. Thoracic 
Surg., 1933, li, 468. 

In a series of anesthetized dogs a separate airway 
for each lung was provided by the use of a specially 
devised double-barreled cannula and individual respi- 
ratory tracings were made. From the records ob- 
tained, the tidal air and oxygen absorption of each 
lung were measured. In addition, estimations of the 
oxygen content of the arterial, mixed venous. and 
aérated blood were made and the volume of blood 
passing through the lungs per minute was estimated 
according to the principle of Fick. Measurements 
of cardiac output and tidal air—total and divided 
were made before and after partial occlusion of one 
respiratory airway, before and after division or 
avulsion of one or both phrenic nerves, and before 
and after the respiration of nitrogen by one lung. 
The changes in cardiac output and tidal air which 
accompanied these procedures were compared with 
those observed after comparable intervals of time 
in a series of dogs similarly anesthetized and pre- 
pared. The findings are summarized as follows: 

1. The changes in cardiac output in the prelim- 
inary or control experiments were slight, varving 
from +8.3 to —13.3 per cent after periods ranging 
from forty-five to seventy-six minutes. The changes 
in the tidal air were also insignificant. 

2. Following the production of a unilateral closed 
pneumothorax, a reduction in cardiac output was 
observed in every experiment. The decrease ranged 
from 21.1 to 50.5 per cent. After the introduction 
of large amounts of air into either pleural cavity, 
the total tidal air likewise was always decreased, 
and in every instance the percentage decrease was 
greater on the left side. The decrease in cardiac out- 
put was not proportional to the size of the pneumo- 
thorax or the decrease in tidal air. 

3. After partial occlusion of one respiratory air- 
way, the tidal air of the occluded lung decreased 
between 74.9 and 87.1 per cent and that of the un- 
occluded lung increased between 21.8 and 178.5 per 
cent. In five of six experiments the total tidal air 
decreased from 6.2 to 28.9 per cent. In the other 
experiment there was an increase of 31.1 per cent. 
The cardiac output decreased in four of the five in- 
stances in which the total volume of tidal air de- 
creased. An increase was noted in one experiment 
in which there was also an increase in the total 
volume of tidal air. 

4. Unilateral phrenicectomy was followed by in- 
significant increases in the tidal air in two experi- 
ments and by an increase of 52.8 per cent in a third. 
Bilateral phrenicectomy in two experiments resulted 
in decreases of 8.5 and 19.4 per cent. In four of 
these experiments the cardiac output decreased from 
7.5 to 56.6 per cent. In one experiment the cardiac 
output increased 24.3 per cent. 








5. Following the respiration of nitrogen by one 
lung, slight changes in tidal air occurred in four in- 
stances. In a fifth, there was an increase of 32.2 
per cent. The cardiac output decreased in three of 
five experiments (23.9, 29.5, and 49.2 per cent). In 
one instance the change was insignificant, being 1.6 
per cent. In the fifth, an increase of 114 per cent 
was probably an error. 

6. A reduction in the tidal air of a lung was not 
necessarily accompanied by a significant change in 
the proportion of oxygen which it absorbed nor in 
the percentage oxygen saturation of the arterial 
blood. This was evident in the control periods of 
several of the experiments, in one of the pneumo- 
thorax experiments, in three of the partial occlusion 
experiments, in four of the phrenicectomy experi- 
ments, and in one of the nitrogen experiments. 

From these results the authors conclude that, in 
dogs, a disturbance of the mechanics of respiration 
caused by the production of a unilateral closed 
pneumothorax, by partial or complete occlusion of 
one primary bronchus, by unilateral or bilateral 
phrenicectomy, or by the respiration of nitrogen by 
one lung is followed in most cases by a significant 
decrease in the minute volume of blood passing 
through the lungs. The tidal air of one lung may be 
markedly decreased—as much as 87 per cent— 
without a shunting of blood to the opposite side. 

SAMUEL Kaun, M.D. 


Costedoat, A.: Cancerous Lymphangitis of the 
Lung, Suffocating Form (La lymphangite cancé- 
reuse des poumons a forme suffocante). Presse 
méd., Par., 1933, Xli, 745. 

Cancerous lymphangitis of the lung of the suffo- 
cating form was first described by Raynaud in 1874, 
but Andral and others had mentioned a similar 
condition under different names prior to that time. 
Costedoat has been able to find only seventeen 
references to the disease in the literature. 

Most of the subjects are between thirty-five and 
forty years of age and nearly all of them have had a 
cancer of the stomach with symptoms dating back 
some time. In a case reported by the author the 
patient had been subjected to an operation eight 
years previously for cancer in the pyloric region. In 
two of the cases collected from the literature there 
had been a cancer of the breast. Often the primary 
focus in the stomach is unrecognized until the pul- 
monary symptoms become marked. 

The prodromal symptoms of invastion of the lung 
are not characteristic as they consist merely of a 
rapid loss of weight, weakness, and loss of appetite. 
They rarely last more than four or five weeks. At 
the end of that time the characteristic symptoms of 
pulmonary involvement make their appearance. One 
of the outstanding symptoms is rapidly increasing 
dyspnoea. The respiratory rate increases and may 
be over forty per minute. Cough is present without 
much expectoration. Occasionally there is slight 
hemoptysis. The heart rate is increased (120 to 
160) and the blood is pressure low. As a rule the 
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temperature is not elevated. Physical examination 
of the lung often reveals a lessened respiratory mur- 
mur with scattered coarse rales. Death may occur 
within a few days after the development of the 
dyspnoea or the patient may live as long as a month. 
Death usually occurs suddenly in a dyspnaic 
paroxysm. 

X-ray examination shows that the pulmonary le- 
sions are more grave and more extensive than is 
evident from the physical examination. Viewed 
through the fluoroscope, the lungs show a diffuse loss 
of transparency. Ina good plate the lung field is seen 
to be filled with interlacing lines suggesting the 
appearance of a fine screen. Where these lines 
(lymph vessels) cross there are points of added 
density which may be easily mistaken for miliary 
tubercles. 

The essential pathological changes in the lung are 
distention of the lymphatic vessels and infiltration of 
the lung tissue by cancerous cells. The lung tissue is 
abnormally firm, cutting with resistance, but sec- 
tions will float upon water. The lungs are increased 
in weight and so voluminous that they entirely cover 
the heart. On histological examination the lymphatic 
vessels are found distended by large cancer cells. 
Involvement of the lymph vessels of the visceral 
pleura may lead to fibrinous deposits or adhesions. 
The hilus glands are frequently the site of metastases 
but the liver, spleen, kidneys, suprarenals, vertebri, 
and pericardium are rarely involved. 

The condition must be differentiated from meta- 
static carcinomatous masses and tuberculosis. Meta- 
static carcinomatous masses are distinguished by 
their size and their relatively slow progression. 
Tuberculosis may be distinguished by the tempera- 
ture curve and the bacteriological and roentgen- 
ological findings. 

The two possible routes for invasion of the lung 
are the blood stream, and the lymphatic channels. 
In the author’s opinion the invasion occurs by way 
of the lymphatics. Marsu W. Poote, M.D. 


Loktionov, O.: Operative Treatment of Purulent 
Pleurisy (Zur operativen Behandlung eitriger 
Pleuritiden). Sovet. Vrac. Gaz., 1932, vi, 338. 

Of 10 cases of purulent pleurisy in which puncture 
of the pleural cavity was done, complete recovery 
resulted in only 2. Open drainage was also tried in 
a series of cases, but was found to have many dis- 
advantages such as open pneumothorax, constant 
wetting of the bandages with pus, and the neces- 
sity for frequent changing of the dressings. The 
operative treatment of purulent pleurisy by the 
closed method by means of valvular drainage gives 
relatively good results. 

The author reviews 120 cases of purulent pleurisy 
treated during the period from 1923 to 1930. 
Eighty-two of the patients were men and 38 were 
women. The pleurisy occurred on the left side in 
65 cases, on the right side in 52, and on both sides 
in 3. In 41.7 per cent of the cases the cause was 
pneumonia; in 30 per cent, the condition was an 























idiopathic pleurisy; in 7.5 per cent it was due to 
tuberculosis; and in 6.7 per cent it was due to 
injuries. In 105 cases there was an acute empyema 
and in 15 a chronic empyema. 

Twenty-three patients were completely cured. 
Sixty-two were considerably benefited and dis- 
charged to the out-patient department with a heal- 
ing fistula. Seven were not benefited. Three are 
still under treatment. Twenty-one died. The re- 
sults in 4 cases are unknown. 

The following operations were done: rib resection 
in gt cases, thoracoplasty in 11, and thoracotomy in 
3. Of the g1 patients subjected to rib resection, 
20 died, 22 were cured, and 42 were considerably 
benefited. Of the 20 who died, 4 had tuberculosis. 
Of 15 cases of chronic empyema, thoracoplasty was 
done in 11. Six of the 11 patients were cured, 4 
were considerably benefited, and 1 died. Resection, 
which was done in the cases of 44 children, was 
followed by cure in 12, considerable improvement 
in 24, no improvement in 4, and death in 4. Re- 
section must be done as early as possible. Before 
the operation the pus should be examined bac- 
teriologically and the chest examined roentgeno- 
logically. Treatment by active respiration has 
proved of no value. The mortality among children 
after puncture and thoracoplasty without resection 
is high, 35.6 per cent, and after the closed method 
of treatment 8.8 per cent. In chronic cases the 
Schede operation combined with the decortication 
of Delorme has proved a life-saving measure. 

V. ACKERMANN (Z). 


CESOPHAGUS AND MEDIASTINUM 


Raven, R. W.: Diverticula of the Pharynx and 
(Esophagus. Lancet, 1933, CCxxiv, Io1T. 


Raven compares the pathological findings with 
the roentgenological findings in diverticula of the 
pharynx and oesophagus. 

Congenital diverticula of the pharynx which arise 
from the pharyngeal embryonic endodermal struc- 
tures are lateral in position. They may communicate 
with the skin as well as with the pharynx. The 
pharyngeal opening may be below and behind the 
tonsil or at the bottom of the pyriform fossa. 

Acquired diverticula of the pharynx may be 
anterior, lying in the midline in front of the entrance 
to the cesophagus and posterior to the larynx, but as 
a rule they are posterior. The pouch is a prolapse of 
the pharyngeal mucous membrane between the two 
sets of muscles forming the cricopharyngeus muscle. 
It may be associated with a marked dilatation of the 
cesophageal orifice, hoarseness due to pressure on the 
recurrent laryngeal nerve, or ptosis of the eyelid or 
exophthalmos due to pressure on the cervical sympa- 
thetic nerve. 

Roentgenological examination is most successful 
when a thick paste of bismuth oxychloride and 
water is swallowed and the action is observed with 
the fluoroscope. It is essential to notice how the 
pouch empties. The bismuth flows from the upper 
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part of the pharyngeal pouch, the lower border of 
the pouch is round, and the cesophageal lumen is not 
irregular. In contradistinction, a carcinomatous 
stricture of the upper end of the oesophagus shows a 
dilatation of the cesophagus proximal to the stric- 
ture. The lower border of this is conical, not round, 
and is followed by marked irregularity of the 
cesophageal lumen. The bismuth is seen to flow 
from the lower end of the conical dilatation. 

In congenital diverticulum of the cesophagus 
associated with an csophagotracheal fistula the 
csophagus ends blindly, forming a_ uniformly 
dilated pouch. The lower segment of the oesophagus 
opens into the trachea. On roentgenological exami- 
nation a large amount of gas is seen in the stomach. 

The term “tuberculous pouch” is preferable to 
the term “traction diverticulum.” Tuberculous 
pouches are most common in the anterior wall of 
the cesophagus below the bifurcation of the trachea. 
They are small and conical and have an oval orifice. 
They may be single or multiple. 

Diverticula associated with obstruction of the 
lower end of the cesophagus are secondary to cardio- 
spasm. Large cesophageal pouches are caused by 
distal cesophageal obstruction which raises the intra- 
oesophageal pressure and thereby causes herniation 
of the mucosa in an area where the muscle coats 
have been weakened by local esophagitis. 

J. Dantet Wittens, M.D. 


Watson, W. L.: Carcinoma of the (sophagus. 
Surg., Gynec. & Obst., 1933, lvi, 884. 

This report is based on 506 cases of carcinoma of 
the oesophagus which were treated in the Memorial 
Hospital, New York, during the period from 1918 to 
1931. Of this number, 267 were cases with a positive 
biopsy diagnosis. In the same period of time there 
were 29 patients suffering with oesophageal obstruc- 
tion which was attributed to cancer, but was later 
found to be caused by a benign condition such as 
spasm, syphilis, a non-specific ulcer, an acid or 
alkali burn, or idiopathic stenosis. 

Gross examination of cmsophageal carcinomata 
demonstrates 3 definite types: 

1. The bulky polypoid, vegetative type which 
grows into the lumen, producing symptoms of 
obstruction at an early stage. 

2. The shallow ulcerating type which produces 
early symptoms of mediastinal involvement such 
as pain and backache. Metastases and symptoms 
of obstruction may be absent. This type tends to 
perforate the musculature of the oesophagus early 
and invade the aorta, bronchi, or trachea. 

3. The hard, infiltrating, scirrhous type which 
invades the cesophageal wall and may encircle the 
lumen, causing fixation of the wall and producing 
symptoms of obstruction. The extension of the 
tumor occurs by way of the submucous lymphatics. 

Of the 267 lesions diagnosed by biopsy in the 
cases reviewed, 243 were squamous-cell lesions, 19 
were adenocarcinomata, and 5 were transitional- 
cell tumors. Of the lesions which could be 
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graded, 12.7 per cent were of Grade 3, and of these, 
6.1 per cent were reported as probably radiosensitive. 
Of the 13.2 per cent which were of Grade 2, all were 
probably radiosensitive. 

Autopsy was done in 27 cases. In 13 (48 per cent) 
of these there was no evidence of metastasis. Gross 
lymph-node involvement was found in 12 (44 per 
cent). In 7 (26 per cent) there was extension to, or 
rupture into, the trachea or a bronchus. In 2 cases 
the disease ruptured into the aorta, causing a 
sudden fatal haemorrhage. 

As a causative factor the author suggests the 
frequent drinking of copious amounts of excessively 
hot tea, as is done by the Russians. Forty-six per 
cent of the foreign patients whose cases are reviewed 
were born in Russia. The Russians outnumbered 
the native-born patients. Syphilis was present in 
only 7 per cent of the cases. 

Cases of cancer of the oesophagus constitute 2.5 
per cent of all cases of malignancy admitted to the 
Memorial Hospital, New York. Cancer of the 
cesophagus was responsible for 3.38 per cent of the 
deaths from malignancy occurring in New York 
City in the year 1931. 

Of the 267 cases reviewed by the author, 84.3 per 
cent were those of males. The average age of the 
males was fifty-seven and four-tenths years, and the 
average age of the females, fifty-three and eight- 
tenths years. Sixty-four per cent of the patients 
stated that their first symptom was difficulty in the 
swallowing of solid food. This is a rather late 
manifestation of the disease. 

The diagnostic procedure at the Memorial Hos- 
pital is as follows: 

The complete history is recorded, a physical 
examination is made, and the patient then referred 
to the Head and Neck Department where the oral 
cavity and larynx are carefully examined and blood 
is withdrawn for a Wassermann test. A fluoroscopic 
examination with the swallowing of barium is then 
made and roentgenograms of the oesophagus and 
lungs are taken. The X-ray examinations are 
followed by an asophagoscopic examination, during 
which tissue is obtained for biopsy. By the use of a 
thick barium paste in the fluoroscopic examination 
it is possible to determine the extent of the lesions 
quite readily. Of 203 cases in which a roentgen 
examination was made, the roentgen diagnosis was 
carcinoma in 97, obstruction in 47, stricture in 21, a 
filling defect in 209, irregularity in 8, and ulceration 
in 1. In no case was the lesion missed. 

In the irradiation treatment of «esophageal 
carcinoma at the Memorial Hospital crossfiring is 
done through 4 portals. The beam is directed so 
that it passes through the minimal amount of lung 
tissue. It has been found that 2,000 r may be given 
through each of the portals without blistering the 
skin or causing severe constitutional symptoms. 
The lesion is not dilated. Operative extirpation of 
the lesion has had a high mortality. Palliative 
procedures such as gastrostomy may be necessary 
in order to feed the patient. Of the patients whose 
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cases are reviewed, 71 had had a gastrostomy and 
external irradiation. Of this group, the average 
length of life after treatment was six and twenty- 
seven hundredths months. Twelve patients treated 
with moderate doses of external irradiation survived 
for an average of five and thirty-three hundredths 
months. 

The prognosis is grave. In the cases reviewed, the 
average length of life after the onset of the symptoms 
was ten and a half months and the average length of 
life after admission to the hospital was four and 
eighty-three hundredths months. In 48 per cent of 
the cases the cause of death was bronchial pneu- 
monia. ALTON OCHSNER, M.D. 


Zaaijer, J. H.: Surgery of the Csophagus (Dic 
Chirurgie der Speiseroehre). Verhandl. 9 Koungr. 
internat. Ges. Chir., 1932, i, 485. 

This is an exhaustive review of the important 
surgical conditions of the oesophagus. In the dis- 
cussion of carcinoma, attention is called to the claim 
of Guisez that this condition may be induced by 
psychic shock leading to spasm with retention and 
resulting inflammatory irritation. Alcohol is also 
cited as a cause of irritation. With regard to the 
treatment, the author cites the results obtained by 
Guisez with roentgen and radium irradiation, which 
unquestionably was followed by cure in some 
instances and marked improvement in others. He 
cites also a good result obtained by Seifert by 
endoscopic removal of the lesion in a case of circular 
carcinoma of the cervical portion of the oesophagus 
Finally he calls attention to the occasional successful 
results of surgical treatment, especially in cases of 
carcinoma of the cervical portion of the cesophagus, 
and the rare good results obtained by surgery in 
carcinoma of other portions. The different operative 
procedures and their results are reviewed. Gastrot 
omy is not of much value even as a palliativ: 
measure, and is usually to be considered only as an 
aid to radium or roentgen treatment. Congenital 
malformations are discussed only briefly. They arc 
seldom amenable to treatment. This is true es 
pecially of tracheo-cesophageal fistula. Congenital! 
strictures usually come for treatment late in life 
and are amenable to dilatation. 

For cesophageal diverticulum the one-stage opera 
tion is generally to be considered, but in some cases 
diverticulopexy or the two-stage operation is 
preferable. In the one-stage operation drainage 
should never be omitted even though it tends to 
favor the formation of a fistula. A fistula may be 
caused to close by placing a thin rubber tube against 
the oesophagus. 

For the removal of foreign bodies from th« 
oesophagus, endoscopy is best. (sophagotomy is 
justified only in rare instances, particularly for the 
removal of open safety pins in small children, case- 
of deep cellulitis, and haemorrhage caused by) 
attempts at endoscopic removal of the foreign body 

In cases of organic benign stricture early dilata- 
tion is necessary. This makes it possible to avoid 























operative procedures, especially antethoracic cesoph- 
agoplasty.’ In cases‘of cesophageal spasm it is impor- 
tant to differentiate between functional spasm and 
spasm produced by carcinoma. Cardiospasm is less 
a spasm than an insufficiency of the dilators of the 
cardia and therefore is better called “achalasia of 
the cardia.” In early cases the treatment should 
consist of the repeated passage of bougies, feeding 
through atube and dilatation by the Plummer meth- 
od or with the dilator of Starck. If these methods 
areinsufficient, further procedures are justified. When 
the Heller operation fails, the operation of Hey- 
lovski or the Kelling-Lammer operation may be 
done. M. Strauss (Z). 


Gregoire, R.: The Present Status of Surgery of the 
(sophagus (Der gegenwaertige Stand der Speise- 
roehrenchirurgie). Verhandl. d. 9. Kong. internat. 
Ges. Chir., 1932, i, 219. 

Gregoire reviews oesophageal surgery with the ex- 
clusion of oesophageal plastics. In his introduc- 
tion he states that up to the time his article was 
written oesophageal plastics had been done only in 
Germany, Russia, and Roumania. Up to 1900, 
oesophageal surgery was properly in abeyance be- 
cause the establishment of diagnoses was faulty on 
account of a lack of investigative procedures. Then, 
two methods of investigation were introduced 
simultaneously: roentgen-ray examination and en- 
doscopy. By these methods, the pathology of the 
oesophagus has been greatly enriched and we have 
learned to recognize oesophageal ulcer, diverticulum, 
and idiopathic dilatation. Although something was 
known about these conditions previously, the 
diagnosis had been usually made only by accident 
or at autopsy. 

In peptic ulcer the fluoroscopic screen often shows 
notching of the walls elicited by spastic contraction 
above the ulcer and then the ulcer niche. The 
cesophagoscope shows the easily bleeding, yellow, 
flecked ulcer surrounded by a red inflammatory 
margin and permits direct treatment of the lesion. 

Diverticula of the oesophagus may also be diag- 
nosed accurately by X-ray and endoscopic examina- 
tions. In their treatment great progress has been 
made. This reached its climax in Sauerbruch’s 
operation for diverticula of the thoracic oesophagus. 
The author has operated upon fourteen pharyngo- 
cesophageal diverticula in one stage. Eleven of the 
patients were discharged healed ten days after the 
operation. In three cases a fistula formed but quick- 
ly cleared up. 

Progress in diagnosis and therapy have been very 
great also in cases of mega-cesophagus. This condi- 
tion should now be studied more thoroughly. It can 
be readily demonstrated on the fluoroscopic screen. 
Methods of dilating the diaphragmatic ring bring 
about improvement, but not a certain cure, and 
operative procedures such as cesophagogastrostomy 
by the Heyrovsky method and the cardiaplasties are 
not successful because they affect only the cesopha- 
gus and not the cesophageal hiatus. Gregoire there- 
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fore uses a thoraco-abdominal approach, widens the 
oesophageal hiatus, and performs a cardioplasty. 

Foreign bodies in the oesophagus can be removed 
by the natural routes in 95 per cent of the cases. 
Operative methods are necessary only when the 
patient is seen very late. When the foreign body is 
located in the thoracic portion of the ceesophagus, the 
introduction of the whole hand into the stomach 
after gastrotomy in order to reach the foreign body 
with a finger through the cardia is dangerous because 
of the possibility of peritonitis. The author therefore 
prefers the mediastinal approach. Since the use of 
the endoscope, foreign bodies are seldom removed 
operatively. 

Also since the use of the endoscope, cesophageal 
carcinomata are treated less frequently by opera- 
tion. The various methods and associated difficulties 
of approach to cesophageal carcinomata and the 
removal of the tumors are critically reviewed. 
Practically always, the carcinoma has spread beyond 
its primary site. 

The value of the article is increased by a twenty- 
page bibliography. SALZER (Z), 


Turner, G. G.: Personal Experiences in the Surgery 
of the Lower sophagus (Figene Erfahrungen in 
der Chirurgie der unteren Speiseroehre). Verhandl. 
9. Kongr. internat. Ges. Chir., 1932, i, 725. 

In the first half of his work the author discusses 
cases of benign stenosis of the cesophagus in which 
he operated either because the stenosis resisted 
conservative treatment or recurred after transient 
improvement. Among the operative procedures 
were plastic operations of the pyloroplastic tvpe and 
an anastomosis between the cesophagus above the 
stenosis and the cardiac portion of the stomach. 
In his first case of asophagogastrostomy Turner 
obtained excellent results by a thoracic approach 
to the oesophagus, but he has now given up this 
difficult and dangerous method, using, instead a 
procedure suggested by Lambert which he describes 
as follows: 

After preliminary gastrostomy, which is usually 
necessary in order to strengthen the patient, a 
median incision is made from the left angle between 
the xiphoid process and the costal arch to the umbili- 
cus. The left lobe of the liver is drawn downward 
and the left suspensory ligament divided with a 
scissors. The lobe of the liver so mobilized is then 
displaced backward to the right, the stomach is 
drawn down, and the peritoneal transitional fold 
from the diaphragm to the csophagus is divided 
transversely with avoidance of the blood vessel in 
that region. With a finger introduced into the 
cesophageal hiatus, the lower part of the cwsophagus 
is mobilized as far up as possible and drawn down 
ward. For the anastomosis, the posterior external 
row of sutures between the musculature of the 
cesophagus and the serosa-covered wall of the 
stomach is introduced before the mucous mem- 
brane of both organs is opened. The diameter of the 
anastomosis is not less than 1.5 in. The mucosa is 
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sutured by continuous or interrupted sutures which, 
preferably, grasp the muscles of the oesophagus 
transversely. Finally, the left lobe of the liver is 
fixed to the stomach below the anastomosis with a 
mattress suture. Under certain conditions a rubber 
drain is placed over the anastomosis. 

The author has never noted any complications 
during the after-treatment. 

Turner used this method for the first time in 
1923 in the case of a woman twenty-one years of 
age who, since her eighteenth year had the most 
severe symptoms of cardiospasm. Bougie treatment 
had been given up because it was too painful. After 
the operation the patient was completely relieved 
of her symptoms. The author emphasizes, however, 
that the operation described should be used only 
after all conservative methods have been tried. 
He states that in thirteen of twenty-two cases 
Walton obtained a complete cure by the digital 
dilatation of the stomach described by Mikulicz. 

French surgeons have claimed that in cardio- 
spasm it is sufficient to free the oesophagus from its 
connective tissue covering and draw it into the 
abdominal cavity. Of five patients on whom the 
author operated in this way, only one woman, who 
was operated upon six years ago, has remained 
free from symptoms. 

The author rejects also the proposal to operate 
upon cardiospasm according to the method of 
Rammstedt for pylorospasm. Two patients which 
he treated in this way developed recurrences. 

He next reports in detail the case of a man aged 
thirty-three years who received no benefit from a 
simple mobilization of the lower end of the cesopha- 
gus and on whom an anastomosis was done one year 
later. The patient himself was very well satisfied 
with the result of the second intervention, even 
though he reported that he required a longer time 
to eat than normal. The author was all the more 
surprised when upon fluoroscopic examination he 
found that the contrast medium stuck fast for 
about twenty-five minutes above the stenosis and 
then emptied itself into the stomach apparently 
through the original cesophageal opening. 

The last benign case treated by the author was 
that of a twelve-year-old boy who, at the age of ten 
vears, had been treated for oesophageal stenosis by 
the Rammstedt operation, but had been benefited 
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thereby only slightly and temporarily. The author 
did a gastrostomy under local anesthesia, and two 
months later treated a cicatricial stricture of the 
lower end of the cesophagus which he found at 
the laparotomy by a cardioplasty of the Heineke- 
Mikulicz type. 

The resection of carcinomata of the lower end of 
the cesophagus is made difficult by the rigidity and 
the impossibility of lengthening the diseased portion 
of the wsophagus. Two patients on whom the 
author undertook this operation did not survive. 
The greatest technical difficulties are presented by 
malignant tumors of the middle portion of the 
cesophagus as the use of a posterior thoracic route 
for the operation as almost impossible. Of eight 
cases of cancer of the cesophagus in which the author 
examined the tumor by the abdominal method, he 
found the condition inoperable in seven. Once or 
twice in performing a gastrostomy he took the 
opportunity to determine the extent of the car 
cinoma and on the basis of the findings he concluded 
that he could operate more radically. However, 
when he attempted to do an extirpation two or 
three weeks later, he discovered that the tumor was 
fixed considerably firmer and was no longer resec- 
table. 

In conclusion Turner describes an operation for 
carcinoma of the csophagus in a man sixty-two 
years of age. It was impossible at first to isolate 
the tumor completely through the abdomen and 
draw it downward, Therefore the cesophagus was 
attacked by way of the neck and the upper pole of 
the tumor was exposed through that region. The 
oesophagus was divided and the upper stump fixed 
to the skin of the neck. However, the attempt to 
draw the lower stump upward was_ unsuccess- 
ful. Finally, by introducing the entire hand into 
the posterior mediastinum, it was possible to 
free the oesophagus from below so that it could be 
drawn through the abdominal cavity and resected. 
This procedure caused severe hemorrhage. The 
opening in the diaphragm was closed by suturing 
over it the left lobe of the liver. The patient died 
one week after the operation with the symptoms of 
sepsis. Autopsy showed that the tumor had been 
removed entirely and that no dissemination by way 
of the lymphatic vessels had taken place. 

KemprF (Z). 














ABDOMINAL WALL AND PERITONEUM 


Steinberg, B., and Goldblatt, H.: Protection of the 
Peritoneum Against Infection. Surg., Gynec. & 
Obst., 1933, lvii, 15. 

The authors report the results of their experiments 
on peritoneal vaccination by the injection of a 
suspension of dead organisms in gum tragacanth 
solution into the peritoneal cavity. They used the 
bacillus coli suspended in physiological saline solu- 
tion with a 1 per cent content of gum tragacanth. 
Previous experiments demonstrated that bacteria 
suspended in physiological saline solution and in- 
jected intraperitoneally pass into the blood and 
lymph rapidly. When suspended in gum tragacanth 
solution they remain in the peritoneal cavity longer. 

In the typical experiment a dog was given intra- 
peritoneally 50 c.cm. of a 1 per cent solution of 
gum tragacanth in physiological saline solution in 
which were suspended about 200 million heat- 
killed colon bacilli per cubic centimeter. Following 
the injection the white cells in the peritoneal exudate 
were counted at hourly intervals. Up to the fourth 
hour there was a gradual increase in the number of 
polymorphonuclear leucocytes. In ten hours, the 
white cell count in the peritoneal exudate rose to 
153,000 per cubic millimeter. After twenty-four 
hours, it was 240,000, and after seventy-two hours, 
460,200. The white cells persisted in appreciable 
numbers in the peritoneal cavity for twenty-six 
days. For the first forty-eight hours the cells were 
predominantly of the polymorphonuclear type. In 
seventy-two hours and from then on, there was an 
appreciable increase in those of the mononuclear 
type and a decrease in those of the polymorpho- 
nuclear type. The introduction of living organisms 
into a peritoneal cavity so vaccinated at least 
twelve hours previously resulted in a marked phago- 
cytosis of the injected bacteria. In a control animal 
not vaccinated death from peritonitis usually fol- 
lowed when the same dose of live bacteria was in- 
jected intraperitoneally. 

In 100 clinical cases an intraperitoneal injection 
of a suspension of colon bacilli in physiological 
saline solution with a 1 per cent content of gum 
tragacanth was given from twelve to forty-eight 
hours before operation. The injection consisted of 
30 c.cm. of this suspension which contained about 
200,000,000 organisms per cubic centimeter. ‘The 
injection was made in the midline, a little below the 
umbilicus. The urinary bladder was emptied by 
the patient prior to the injection. The protective 
substance was administered in cases in which there 
was danger of peritoneal soiling—cases of resection 
of intestine (especially of the large bowel), intestinal 
anastomosis, interval appendectomy, and chronic 
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pelvic conditions with adhesions requiring the re- 
moval of pelvic organs. None of the roo patients 
developed acute peritonitis. 

The authors conclude that the material acts by 
evoking a polymorphonuclear hyperleucocytosis with 
a consequent rapid phagocytosis of living organisms. 

MANUEL E. LICHTENSTEIN, M.D. 


GASTRO-INTESTINAL TRACT 


Sturtevant, M.: Cardiospasm, with a Review of the 
Literature. Arch. Int. Med., 1933, li, 714. 


‘“‘Cardiospasm”’ is the name commonly used for a 
condition in which, without a demonstrable ob- 
structive pathological change and usually without 
pain, food does not pass readily from the oesophagus 
into the stomach, but is held in the cesophagus. In 
the majority of cases the esophagus undergoes dila- 
tation and sometimes the dilatation is extreme. 

The author suggests that the more frequent oc- 
currence of cesophageal disease in males than in 
females may be due to the greater use of tobacco 
and alcohol by males. He states that cardiospasm 
may occur at any age. 

The cesophageal dilatation may be absent early or 
may be slight. The oesophagus is spindle-shaped or 
shaped like a club with the bowl of the club down. 
As a rule the dilatation is found to stop above the 
cardia at the diaphragm. There is often a chronic 
inflammation with warty, whitish thickening of the 
mucosa. The mucosa may resemble leather. 

The symptoms usually come on gradually with 
free intervals. The first attack may be severe. The 
patient is unable to get the offending bolus up or 
down. He may be unable to swallow even saliva. 

In cases in which the condition has a gradual onset 
the symptoms may be divided into three stages de- 
pending directly on the pathological changes. In 
the first stage the cardia offers resistance tothe 
passage of food intermittently, but the cesophagus is 
able at all times to force food through. There is no 
regurgitation of food at this stage. In the second 
stage the spasm of the cardia has become so strong 
that food cannot be forced through readily and 
regurgitation occurs during eating. Dilatation be- 
hind the spastic cardia allows the accumulation of 
food in the cesophagus. This leads to the symptoms 
of the third stage, which are those of regurgitation 
at irregular intervals. Second-stage regurgitation 
occurs during eating, whereas third-stage regurgita- 
tion may occur also at other times because of the 
pouching of the oesophagus with accumulation of 
food in the pouch. After cesophageal dilatation, the 
food residuum gives a sensation of weight in the 
chest with anginal pain. The patient is unable to 
vomit or belch. 
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The chief complaint is not always dysphagia, and 
the history may be misleading. Solid foods are held 
back first and the patient forces them through by 
swallowing saliva, drinking liquids, breathing, pro- 
ducing pressure on the neck, assuming certain pos- 
tures, or Compressing the thorax. 

Among the various physical signs described are 
dullness to the right of the sternum which, below the 
sternum, changes to tympany when the oesophagus 
is full of air; rales when air is pumped in; and absence 
of the second swallowing sound. 

Roentgen study is superior to all other methods 
of diagnosis. 

Medical treatment with atropin has proved dis- 
appointing. 

Many methods have been devised for dilating the 
cesophagus by means of expanding instruments in- 
troduced into the cardia through the mouth. 
Ordinary bougie treatment may relieve the symp- 
toms partially and temporarily. 

Several forms of dilating instruments are em- 
ployed. Most of them consist of a rubber bag and a 
silk bag over a tube. The bags having been engaged 
in the contracted portion of the cesophagus, the 
rubber is dilated with air or water. The dilatation 
is measured by the water or air pressure and is 
limited by the non-expandable silk bag. In some 
cases it is difficult to enter the cardia even with a 
small bougie. Under such circumstances the string 
method must be used. The olive-tipped bougie may 
be passed on the string and the dilating bag behind 
the olive tip. 

From 2 to 5 dilatations are made. Many patients 
are relieved by a pressure equal to a column of from 
16 to 22 ft. of water. The patient is cured if the 
cesophagus functions normally ten days after a dila- 
tation. In about 25 per cent of cases a second 
stretching is necessary. Vinson’s mortality is 1 
death in 350 cases. Whatever method is used, it is a 
hospital procedure. Howarp A. McKnicut, M.D. 


Polland, W. S.: Histamin Test Meals: An Analysis 
of 988 Consecutive Tests. Arch. Int. Med., 1933, 
li, 903. 

Polland characterizes the histamin test meal as 
“the only available procedure which fulfills the 
recognized criteria of an adequate functional test, 
is standardizable, imposes a maximum load on 
function, and yields pure juice suitable for quanti- 
tative analysis.” In the 988 tests reviewed the 
patients were fasted for at least twelve hours and 
were examined in the basal state. A Wilkins tube 
was introduced into the stomach and after with- 
drawal of the fasting contents o.1 mgm. of histamin 
per 10 kgm. of body weight was injected hypo- 
dermically. Total secretions were then aspirated 
over successive ten-minute periods until secretion 
ceased. Asa large series of cases showed the average 
difference between free and total acidity to be 10 
c.cm. of N/ro hydrochloric acid per 100 c.cm. of 
gastric juice, only the total acidity was tabulated. 
Standards for normal gastric acidity and volume of 
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secretion were derived from 684 persons subjected 
to the test who showed no evidence of disease. In 
the cases of males the mean total acidity ranged 
from 1o1.1 units at the age of twenty-five years to 
67.1 units at the age of sixty-five years. In the cases 
of females the corresponding averages were 8o.2 
and 66.7 units. In the cases of males the mean 
maximum ten-minute volume of secretion ranged 
from 39.7 c.cm. at the age of twenty-five years to 
24.9 c.cm. at the age of sixty-five years. In th 
cases of females the corresponding averages were 
33-1 and 21.7 c.cm. In both sexes ‘the total gastric 
secretion declined at about the same rate. Th: 
incidence of anacidity increased steadily from 
youth to old age, but at all age periods was highe: 
in females than in males. 

Of 130 persons with duodenal ulcer, 91.3 per cen! 
had a total acidity and 79.2 per cent a volume oi 
secretion higher than the mean values of norma! 
persons of the same age. Of 36 persons with gastri: 
ulcer, gt.7 per cent had a total acidity and 75 pe: 
cent a volume of secretion higher than the mean 
values of normal persons of the same age. In 5( 
cases of carcinoma the incidence of anacidity was 
69.6 per cent. Total secretion is obtained by multi 
plying the mean volume by the mean total acidity 
for each decade. In 87.1 per cent of the males with 
gastric ulcer and 92.5 per cent of those with duodena! 
ulcer the total secretion was above the normal mean 
for their respective ages, whereas in all of the males 
with carcinoma the total secretion was below this 
mean. SAMUEL J. FoGELson, M.D. 


Selvaggi, G.: Acute Perforations of Gastroduodenal 
Ulcers (Sulle perforazioni acute delle ulcere gas 
troduodenali). Avy. ital. di chir., 1933, xii, 41. 


In gastric ulcer, perforation occurs most frequent] 
near the pylorus, and next most frequently, in the 
order named, on the lesser curvature, the posterior 
wall, and the greater curvature. In duodenal ulcer it 
occurs most frequently in the first part of the 
duodenum, occasionally in the second part, and 
rarely in the third. Of the perforations studied by 
the author, 44 per cent were duodenal, 34 per cent 
were pyloric or juxta-pyloric, 17 per cent occurred 
on the lesser curvature, 2.5 per cent occurred on thi 
anterior surface of the stomach, 1.5 per cent occurred 
in the cardia, and 1 per cent occurred on the pos 
terior surface of the stomach. 

Perforation is usually single, but may be multiple 
The opening may be patent or closed by fibrin or by 
adhesions to adjacent structures. The gastroduo 
denal contents may or may not be spilled into the 
peritoneal cavity. The peritoneal contents will 
vary with the time that elapses after the perforation, 
the character of the gastroduodenal contents, and 
the type of lesion. When the gastroduodenal con 
tents are acid, the peritoneal contamination is 
usually sterile. With time, it tends to become alka- 
line, increase in toxicity and become septic. 

The first symptom of perforation of a gastric 01 
duodenal ulcer is a sudden excruciating pain, 























usually in the epigastrium but occasionally localized 
or referred to the right upper quadrant of the 
abdomen. Depending upon diaphragmatic in- 
volvement it may radiate to either shoulder. The 
pain is followed by vomiting, hiccough, shock, 
thoracic respiration, fever, leucocytosis, a board-like 
rigidity of the abdomen, and a decrease of liver 
dullness. The differential diagnosis must rule out 
appendicitis, cholecystitis, and acute pancreatitis. 
The treatment indicated is immediate operation. 
If possible, the operation should be done under local 
anesthesia supplemented when necessary by ether, 
but preferably by ethylene. If an incision is made 
in the right iliac fossa because of an erroneous 
diagnosis of appendicitis it should be closed and the 
correct incision made. An erroneous high incision 
on the right side may be changed to the Mayo- 
Robson right oblique incision. The diagnosis is 
confirmed by the escape of gas when the abdomen is 
opened and the presence of gastric or duodenal 
contents in the peritoneal cavity. ‘The surgical 
procedure depends upon the findings. After cauter- 
ization of the ulcer the perforation may be closed 
by two layers of interrupted sutures. In some 
cases cauterization may be omitted. If necessary, 
a gastro-enterostomy may be done in addition to 
closure of the perforation. In cases of large callous 
ulcers which are difficult to close, a tube may be 
sutured into the perforation to convert it into a 
gastric or duodenal fistula, and later withdrawn. 
In the cases of young patients in good physical 
condition who come to operation early, resection 
may be considered. In addition, a complementary 
jejunostomy may be indicated. The choice of 
operative technique must depend upon the judg- 
ment of the surgeon. Samuet J. Focretson, M.D. 


McIver, M. A.: Acute Intestinal Obstruction. Sev- 
enth Installment. Am. J. Surg., 1933, xxi, 143. 


In cases of intestinal obstruction early diagnosis 
is of extreme importance. The history is of great 
aid. The incidence of intestinal obstruction re- 
sulting from adhesions is increasing because more 
laparotomies are being performed. This is evident 
from the number of cases seen in the Massachusetts 
General Hospital. In the ten-year period from 
1898 to 1907 there were 37 cases of obstruction 
occurring early or late after an abdominal opera- 
tion; in the period from 1908 to 1917, 57 cases; 
and in the period from 1918 to 1927, 82 cases. 

The pain of intestinal obstruction is colicky. That 
associated with obstruction of the large bowel lasts 
longer than that associated with obstruction of the 
small bowel. When strangulation occurs the pain 
becomes steady and agonizing rather than colicky, 
because of the infiltration and distention of the loop 
of intestine. The pain from obstruction of the small 
bowel is apt to be in the region of the umbilicus or 
the epigastrium, whereas that due to obstruction 
of the colon is likely at first to extend across the 
lower abdomen. Vomiting usually occurs, and as a 
rule is an early symptom. The amount varies with 
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the level of the obstruction and the stage of the 
condition. The higher the obstruction the more apt 
the patient is to vomit. In the early stages of the 
obstruction the vomitus may consist of gastric and 
duodenal secretions. If the vomiting continues, it 
may have a fecal odor which is produced by the 
action of colon bacilli and putrefactive bacteria. 
Feces appear in the vomitus only when there is a 
fistulous communication between the stomach and 
colon. As a rule a definite period of time elapses 
between the onset of pain and the onset of vomiting. 

Obstipation and distention are not constant signs 
of intestinal obstruction. Distention is most marked 
when the obstruction is in the left half of the colon. 
Muscle spasm and tenderness are frequently found 
early in the condition, and particularly when the 
involved loop lies in contact with the abdominal 
wall. Tumors may be present, especially in intus- 
susception. Visible peristalsis may occur proximal 
to the obstruction. 

In the diagnosis of intestinal obstruction routine 
laboratory studies are of little value, but plain 
roentgenograms of the abdomen are of detinite 
aid. In cases of postoperative obstruction it is 
important to determine whether the patient is suf- 
fering from mechanical obstruction or adynamic 
ileus. The presence of colicky pains associated with 
visible or audible peristalsis suggests an organic 
obstruction. The diagnosis of volvulus as a cause 
of intestinal obstruction is almost impossible. Gall- 
stone ileus usually cannot be diagnosed, but oc- 
casionally a roentgenogram will show the filling 
defect. Mesenteric thrombosis may occur at any 
age, but is most frequent in later life. It is usually 
associated with disease of the circulatory system. 
In addition to abdominal pain, vomiting, melwna, 
and distention of the abdomen, there is apt to be a 
leucocytosis. In intestinal obstruction due to a 
neoplasm the symptoms are less fulminating than 
in intestinal obstruction due to other causes, and 
on account of the insidious onset of the condition 
distention is apt to be a prominent sign. In cases 
of strangulated external hernia the diagnosis is 


. usually easy, but occasionally, especially in cases of 


femoral hernia, the hernia is not obvious. Among 
147 cases of obstruction due to a strangulated ex- 
ternal hernia which were treated at the Massa- 
chusetts General Hospital there were 3 in which 
the diagnosis was not made until laparotomy was 
performed and a knuckle of gut was found strangu- 
lated in the femoral canal. Intussusception occurs 
most frequently in infants. Of 9 deaths from intus- 
susception in the Massachusetts General Hospital, 
only 2 were those of patients admitted to the hos- 
pital within forty-eight hours after the onset of 
symptoms. ALTON OcHSNER, M.D. 


Poncher, H. G., and Milles, G.: Cysts and Divertic- 
ula of Intestinal Origin. Am. J. Dis. Child., 
1933, xlv, 1064. 

The authors report a case which they believe in- 
creases the evidence indicating that the origin of 
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intramesenteric cysts and diverticula, duplications 
of the cesophagus, mediastinal enterogenous cysts, 
and duplications of the colon may be independent of 
the vitelline duct. The findings in their case were: 

1. An intramesenteric diverticulum arising from 
the ileum contained in its walls gastric mucosa and 
a polyp composed of gastric mucosa and was ter- 
minally constricted to form incompletely separated 
cysts. 

2. A peptic ulcer of the ileum at the upper point 
of communication with the diverticulum, which 
was probably the source of the hemorrhage. 

3. Extrapleural enterogenous cysts of the medi- 
astinum made up of gastric mucosa, the largest part 
of which had undergone pressure atrophy and per- 
haps digestive necrosis. 

4. Pressure atrophy of the bodies of the second 
to seventh ribs, inclusive, secondary to the pressure 
of the large mediastinal cyst. 

5. Atelectasis of the right lung and anemia of 
the parenchymatous organs. 

The authors review the literature and discuss the 
various theories of the embryonic origin of these 
malformations. They say, “It is difficult to cor- 
relate the wide variety of positions of these enterog- 
enous diverticula and cysts, of which our case is an 
example, with vitelline duct rests.”” They refer to 
the work of Lewis and Thyng regarding the not un- 
common occurrence in embryos of diverticula or 
accessory epithelial nodules which are derived from 
intestine, occur along the course of the oesophagus, 
stomach, and small intestine, and ordinarily disap- 
pear. Since at the time of obliterition of the vitelline 
duct the dorsal mesentery and its vessels are already 
well developed, it is necessary to assume, in the case 
of intramesenteric cysts and diverticula, that the 
duct remnants insert themselves not only between 
well-formed leaves of the mesentery but also be- 
tween its vessels, deriving an entirely new blood 
supply from them. In the authors’ opinion it is 
more logical to consider the mentioned epithelial 
nodes as the source of enterogenous cysts and 
diverticula lying within the mesentery as well as 
those found in positions far removed from the site 
of the vitelline duct. 

The diagnosis is difficult. When the cysts occur 
in the mediastinum the symptoms are those of any 
benign tumor occurring in that region. Abdominal 
tumors of this type produce no pathognomonic 
symptoms, but are often accompanied by obscure 
abdominal colic and unexplained intestinal hemor- 
rhage. T. Banrorp Jones, M.D. 


Wangensteen, O. H.: Therapeutic Considerations 
in the Management of Acute Intestinal Ob- 
struction: The Technique of Enterostomy and 
a Further Account of Decompression by the 
Employment of Suction Siphonage by Nasal 
Catheter. Arch. Surg., 1933, xxvi, 933. 


The work of Hartwell and Hoguet establishing the 
efficacy of the subcutaneous administration of saline 
solution in definitely prolonging the lives of dogs 
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with high intestinal obstruction gave considerable 
impetus to experimental investigation of obstruc 
tion of the bowel. 

It is now known that an increase in the blood 
urea, a decrease in the plasma chlorides, and an 
increase in the carbon dioxide combining power of 
the blood occur regularly only in high intestina! 
obstructions and not sufficiently early to be of 
diagnostic aid. Saline solution acts like a specific 
only in high obstruction and then not as an antidote 
or detoxifying agent, but as a substitute for im 
portant fluids lost by vomiting. 

In cases of late simple obstruction a well-per 
formed enterostomy will usually save life, but an 
attack directly on the obstruction is extremel\ 
hazardous. Enterostomy is life-saving in such cases, 
not because it drains off a potent toxin thai 
threatens the organism, but because it relieves ten 
sion within the bowel, restores the normal bloo:! 
supply, allows the continuance of absorption from 
the bowel (which practically ceases in obstruction), 
and, in the absence of a persistent intrinsic obstruc 
tion below, permits automatic establishment of the 
continuity of the bowel. 

The importance of the early recognition of abdom 
inal disorders of an acute nature requiring operation 
is generally recognized. There is a close relationship 
between the ultimate mortality and the time in 
tervening between the onset of the condition and 
the institution of adequate treatment. 

After the presence of intestinal colic has been 
established it is necessary to determine whether the 
pain is due to mechanical obstruction, acute entero- 
colitis, abdominal allergy, or food poisoning. Of 
great aid in this determination is a single roentgeno- 
gram of the abdomen made with the patient supine. 
This will reveal the presence of visible gas in the 
small intestine, a condition which, in the adult, is 
indicative of intestinal stasis. It will disclose also 
the degree of distention of the bowel. 

Patients with strangulation types of obstruction 
almost invariably present local tenderness and 
rigidity of the abdominal wall due to the escape oi! 
hemorrhagic fluid into the peritoneal cavity. Their 
complaints and the other findings of physica! 
examination are those of intestinal colic such as 
occurs in simple obstruction. There is an earl; 
slight quickening of the pulse incident to the loss o! 
blood into the infarcted segment, and early rises o! 
the temperature to 100 or ror degrees F. are usual. 
In the early stages of simple obstruction there is no 
disturbance of the general condition. 

A patient complaining of intermittent cramp) 
pain attended by nausea and vomiting but not 
associated with local tenderness or rigidity of the 
abdomen may be suspected to have simple intestina! 
obstruction. If the pain continues despite the 
expulsion of gas and feces following the administra- 
tion of enemas and if distention of the small intestine 
is found on roentgen examination, the diagnosis of 
intestinal stasis is justified. The occurrence of loud 
borborygmi significant of increased peristaltic 

















activity at the height of the pain indicates that 
the stasis is due to a mechanical cause. The stetho- 
scope is an important aid in the diagnosis. 

Successful treatment of acute intestinal obstruc- 
tion requires early release of the obstruction. Some 
types of simple obstruction especially those in 
which decompression of the bowel (enterostomy) 
serves to re-establish intestinal continuity, can be 
satisfactorily treated by non-operative means (suc- 
tion siphonage by nasal catheter). 

The author has long used nasal catheter aspira- 
tion of the stomach and duodenum in functional 
spastic ileus, and now reports on its use in acute 
mechanical obstruction. In the latter condition 
negative pressure suction is employed to aspirate 
fluids and gas. Sodium chloride is given freely, 
subcutaneously and intravenously, to replace the 
iluids lost by aspiration. It is very important to 
replace the fluids sufticiently to permit a urinary 
output of 1,000 c.cm. daily. 

Sedatives are rarely necessary. With the use of 
catheter aspiration, pain almost invariably ceases. 

As compared with catheter drainage, enterostomy 
has the advantage that it permits feeding of the 
patient as soon as the decompression has been 
accomplished. The nearer the enterostomy is to 
the point of obstruction the more efficient is the 
drainage. A midline subumbilical incision is made 
and a No. 14 catheter inserted by the Witzel 
technique. Cuartes F. DuBors, M.D. 


Mondor, H., and Lamy, M.: A Clinical Study of 
Ulcers of Meckel’s Diverticulum (Etude clinique 
des ulcéres du diverticule de Meckel). J. de chir., 
1933, Xli, 553- 

A critical review of about too cases of peptic 
ulcer of Meckel’s diverticulum collected from the 
literature shows that this lesion is being recognized 
with increasing frequency. It is usually found in 
children and more frequently in males than in 
females. Before operation the presence of an ulcer 
is most often manifested by intestinal hemorrhage. 
The bleeding may be slight and intermittent or 
rapidly exsanguinating. Pain is almost invariably 
present, but may be overlooked in the cases of 
very young children. ‘The site, duration, and peri- 
odicity of the pain are extremely variable. Phys- 
ical and X-ray examination are of little aid in the 
diagnosis before perforation occurs. Perforation 
is frequently preceded by hemorrhage and should 
be anticipated when bleeding cannot be otherwise 
explained. Perforation may occur into the free 
peritoneal cavity, causing an acute and stormy 
peritonitis, or may be subacute and covered, lead- 
ing to localized peritonitis or abscess. In the latter 
event, subsequent free perforation is possible. 

Peptic ulcer of Meckel’s diverticulum should be 
considered in all cases of melwna, especially those with 
attacks of pain. In cases of peritonitis in which 
appendicitis or intussusception are suspected but 
not found, perforation of a diverticular ulcer must 
be ruled out. Leo M. ZimmerMAN, M.D. 
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Laurell, H.: Uncomplicated Intussusception of the 
Colon Discussed Chiefly from the Roentgeno- 
logical Viewpoint (Ueber reine Coloninvaginatio- 
nen vor allem vom roentgenologischen Gesicht- 
spunkt). Acta radiol., 1933, xiv, 122. 


The author reports a case of intermittent intus- 
susception of the colon due to the presence of a 
tumor. The mechanism of the invagination is 
shown by serial roentgenograms taken while the 
ensheathing was in progress. 

On the basis of eight cases reported in the litera- 
ture and his own observations, Laurell discusses the 
roentgenological diagnosis of this rare form of 
colonic intussusception in children and adults. 


Krecke, A.: The Causes and Nature of Appendici- 
tis (Ueber die Ursachen und das Wesen der Appen- 
dicitis). Muenchen. med. Wcehnschr., 1933, i, 290. 

On the basis of his extensive experience the author 
attempts to answer the following questions: What 
conditions determine a fatal outcome of appendici- 
tis? Why has this condition, which previously was 
rare, become so common and so dangerous? How 
may we explain the frequent occurrence of complete 
gangrene of the appendix within a period of three or 
four hours? Is appendicitis an infectious disease? 
Does the appendix become involved from the blood 
stream or the intestine? Is appendicitis contagious? 
Is it inherited? Can it be caused by certain foods? 
Can it be produced by foreign bodies? What is its 
relation to gastric ulcer? Why does it occur par- 
ticularly in young persons? 

Appendicitis has been attributed to infection, 
neuro-angiospasm, mechanical factors, diet, foreign 
bodies, and trauma. It has also been considered 
endemic. That it is due to infection there can be 
no doubt. Operation and autopsy show only a single 
phase of the disease, but a study of the sequence of 
phases demonstrates that there is a continuous 
evolution from simple catarrhal to gangrenous 
changes. It has been generally believed that the in- 
fection of the appendix has its source in the intestine. 
The theory that it arises by the hematogenous 
route has been less widely accepted. Hilgermann 
and Pohl claimed that the causes of the infection are 
not ordinary intestinal organisms, but streptococci 
and pneumococci, and that they had found a corre- 
spondence between the bacteria of the appendix 
and those in throat smears taken at the same time. 
These observations still lack ccnfirmation. 

The neuro-angiospastic theory of Ricker is com- 
pared by Krecke to the new theory of the origin of 
gastric ulcer and is regarded by him as of great im- 
portance. This theory is supported by the attacks 
of colic which frequently precede severe appendici- 
tis. Ricker attributes the colics to true vascular 
spasms and therefore assumes that the basic cause 
of the disease is a severe disturbance of the sympa- 
thetic nervuus system. This assumption will ex 
plain also the familial occurrence of appendicitis. 

With regard to the mechanical theory of the ori- 
gin of appendicitis Krecke states that some factor 
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in addition to stenosis must be invoked to explain 
the severe changes in the walls of the appendix. 
According to Heile, this factor may be a fermenta- 
tive process from the decomposition of protein. 
Fwcaliths are of importance only in the production 
of stenosis. 

In discussing the dietary theory Krecke calls 
attention to the rarity of appendicitis in certain 
races which live on an exclusively vegetable diet. 

With regard to the theory that appendicitis is 
caused by foreign bodies, he states that true foreign 
bodies are very seldom found in the appendix in 
appendicitis and that there is little evidence to indi- 
cate that intestinal worms may cause the condition. 

Trauma is responsible for appendicitis in only 
rare cases. A relationship of the condition to trauma 
may be assumed only if the trauma was severe and 
involved the right iliac fossa directly, the symptoms 
of appendicitis developed within two days after the 
accident, and anatomical examination definitely re- 
veals hemorrhagic infiltration of the appendix. It is 
possible that an already existing appendicitis may 
be aggravated by trauma, but even this assumption 
requires caution. 

An occasional endemic occurrence of the disease 
must be admitted. 

Krecke comes to the conclusion that the cause of 
acute appendicitis is still unknown. JANssEN (Z). 


Lutz: Strictures of the Rectum Due to Lympho- 
granuloma Inguinale (Rectumstrikturen durch 
Lymphogranuloma inguinale). Zentralbl. f. Chir., 
1932, Pp. 1992. 

The author states that it is a mistake to attribute 
the majority of inflammatory strictures of the rec- 
tum to syphilis, tuberculosis, or gonorrhoea. A large 
number of the strictures which occur almost exclu- 
sively in women are due to lymphogranuloma in- 
guinale, a venereal infectious disease with a charac- 
teristic inflammation and connective tissue reaction 
which is spread by way of the lymphatic channels. 

The bacterium causing the disease is unknown. 
Its portal of entrance is always the genital tract. 
Frequently there is extensive lymph-gland enlarge- 
ment with fistula formation. In women there is 
often involvement of the deep pelvic and rectal 
glands with severe secondary inflammation of the 
wall of the rectum and the surrounding tissues and 
marked strictures of the rectum or elephantiasis 
vulvz or anorectalis. 

The strictures are usually from 2 to 8 cm. above 
the anus, but occasionally are higher. 

In the differential diagnosis, intracutaneous punc- 
ture according to the method of Freisch is confirma- 
tory. 

At first, conservative treatment with the use of 
bougies, rectal irrigations, and diathermy should be 
given. The author recommends small enemas of 
pure glycerin which kills the causative organism. 
In severe cases these measures must be supplemented 
by the formation of an artificial anus. The artificial 
anus must not be closed too soon as involvement of 
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the glands higher up may develop later and cause 
higher strictures. Occasionally more or less exten- 
sive resection of the rectum is necessary. 

In the discussion of this report BoRCHARDT called 
attention to the relative frequency of the condition 
and stated that, as the results of treatment are poor 
in late cases, it is very important to make a diagno 
sis before the formation of strictures. Deus (Z). 


Raiford, T. S.: Epitheliomata of the Lower Rectum 
and Anus. Surg., Gynec. & Obst., 1933, lvii, 21. 


The author calls attention to the fact that 
anorectal epitheliomata are a well-known pathologi 
cal entity although they constitute less than 5 per 
cent of rectal cancers. Of 352 cases of malignancy 
of the rectum, only 10 (2.8 per cent) were of a 
squamous-cell nature. These to cases are analyzed 
from the standpoint of clinical features, pathology, 
prognosis, and treatment. The ratio of white to 
colored patients was 4:1. Only 2 of the 10 patients 
were males. The age distribution corresponded 
roughly to that of carcinoma elsewhere in the body 
the average age being forty-eight and seven-tenth: 
years. 

Irritation such as may arise from fissures, fistulie 
and chronic ulcers, and over-exposure to the X-rays 
are mentioned as factors which may favor the 
development of anorectal epitheliomata. 

Pain of an aching, boring, or throbbing character 
is usually present, and there is a heavy sensation 
in the lower pelvis which bowel evacuation fails to 
relieve. Itching frequently precedes the pain by 
weeks or even months. The loss of bright red blood 
is a common sign. The patient often recognizes an 
unusual mass or ulcer by palpation. Constitutional 
symptoms appear late after the disease has becom: 
well established. 

The appearance of the lesion is usually character 
istic, but varies somewhat with the type of the 
growth and the degree of its malignancy. The smal! 
papillary excrescence is perhaps the earliest and 
most benign form. It resembles a condyloma or 
venereal wart. In some cases the lesion has th 
appearance of a small perianal ulcer with an exca 
vated center and a hard indurated base. Biopsy is 
the only means of differentiating a malignant tumo: 
from a benign tumor. 

In the cases reviewed, the tumor was usuall: 
either a nodular indurated growth or a periana! 
ulcer. In the majority of cases the nodular growt! 
was characterized histologically by cells growing 
throughout the subcutaneous and submucous tissue- 
in a discrete, well-circumscribed manner, but show 
ing active mitosis. The perianal ulcer was usuall\ 
composed of diffusely invading cells of a pur 
squamous type with few mitoses and many epi 
thelial pearls. The ultimate results indicated tha 
the nodular growth was the more malignant. 

Treatment is inadequate. Surgical extirpation 
while removing the primary tumor, is frequent! 
followed by recurrence or metastases to the inguina 
nodes. Irradiation frequently brings about regres 



















sion of the primary growth and temporary freedom 
from symptoms, but death usually occurs later from 
metastases. The best treatment is believed to be 
external irradiation followed by radical excision. 

In conclusion the author says that, in spite of the 
extremely poor prognosis, there is no reason for 
assuming other than an optimistic attitude if the 
diagnosis is made early and measures for entire 
removal of the diseased tissue are instituted 
promptly. ARTHUR L. SHREFFLER, M.D. 


Hfeydemann, E. R.: The Treatment of Carcinoma 
of the Rectum in the Goettingen Clinic in the 
Period from 1912 to 1931 (Die Behandlung des 
Rectumcarcinoms an der Goettinger Klinik von 
1912-1931). Beitr. s. klin. Chir., 1933, clvii, 173. 

The four principal operations for carcinoma of 
the rectum are sacral amputation, sacral resection, 
abdominosacral amputation, and abdominosacral 
resection. The choice of operation depends upon 
the level of the tumor, its extent longitudinally and 
into the surrounding tissues, and the presence or 
absence of regional lymph-gland metastases. As a 
large proportion of carcinomata of the rectum 
develop from polypi, the early radical removal of 
polypi is urged. In a case of isolated, very early, 
and easily accessible carcinoma of the rectum, local 
excision may be considered when radical operation 
is refused by the patient or is rendered impossible by 
the patient’s age or general condition. 

In the period from January, 1912, to October, 
1931, 346 patients with carcinoma of the rectum 
were admitted to the Goettingen Clinic. Sixty- 
three per cent were men and 37 per cent were women. 
Radical operation was performed on 103 (47.2 per 
cent) of the men, 61 (47.6 per cent) of the women, 
and 47.4 per cent of the entire number of patients. 
Sixty-five (18.7 per cent) of the 346 patients died 
in the hospital. Of the men who were subjected to 
radical operation, 28 (27.2 per cent), and of the 
women who were operated upon radically, 12 (19.6 
per cent) died in the hospital. Of the patients who 
were not subjected to radical operation, 25 (13.7 
per cent) died in the hospital. 

Carcinoma of the ampulla was found in 240 (60 
per cent) of the cases. In 78 (25 per cent) the 
carcinoma was in the region of the anus and sphinc- 
ter. A high, non-palpable carcinoma was present in 
20 (6 per cent) of the cases. 

The carcinoma was recorded as being of a polypoid 
character in 27 cases, but the number of carcinomata 
arising from polyps was probably higher. In 5 of 
the 27 cases several carcinomata separated from each 
other by normal intestinal wall were found. In 3 
cases, 2 simultaneously developing carcinomatous 
foci were discovered. 

In many cases the history extended back over a 
period of years. In 36 cases no rectal examination 
had been made. 

One hundred and sixty-four radical operations 
were performed during the last twenty years. Up to 
1920, sacral amputation was the method of choice, 
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It was performed altogether in 66 cases. In 8 of 
these the operation could not be carried out radi- 
cally. In 36 cases the peritoneum was opened from 
below. In 10 cases prostatic or vaginal resection 
was necessary. The operative mortality was 15.1 
per cent, A cure lasting for five years or longer was 
obtained in 12 (28.2 per cent) of the cases. Recur- 
rence developed in 29.5 per cent. Great disadvan- 
tages of the operation are the necessity of working 
in the depth of the pelvis without direct vision, and 
the opening of many blood and lymph vessels which 
favors metastasis. 

Sacral resection was done in 16 cases. Only 1 of 
the patients who is living has satisfactory sphincter 
control. The primary operative mortality was 25 
per cent. Five (25 per cent) of the patients are 
believed to be permanently cured. 

The abdominosacral operation was done in 15 
cases. In 6 cases a cwcostomy was done previously. 
In 14 cases the abdominosacral operation was 
performed in 1 stage. The primary operative 
mortality was 40 per cent. ‘Twenty-six and six- 
tenths per cent of the deaths were due to infection. 
A permanent cure resulted in 20 per cent of the 
cases. 

Local excision was done in 5 cases. It was fol- 
lowed by cure in 1 case and by recurrence in 4 
cases. 

Abdominosacral extirpation, which today is the 
method of choice, was done in 62 cases. The 
technique is exactly like that described by Kirschner 
and Schmieden, with Bauer’s modification of closing 
the bowel with a rubber cap. Twelve (38.7 per 
cent) of the men and 8 (25.8 per cent) of the women 
subjected to this operation succumbed. ‘The 
primary operative mortality was 32.2 per cent. 
Recurrence developed in only 3 of the 42 patients 
who survived the operation. Metastases were found 
in 7 (16.6 per cent) of the patients. In 31 cases the 
operation had been performed more than five years 
previously. Ten (32.2 per cent) of the patients were 
cured. Patients with an ordinary artificial anus 
complained least. Some of them did not wear a bag, 
having full control of bowel movements. In cases 
in which a sacral anus was formed the results were 
less favorable. The still high primary mortality 
will be materially lowered when the operation is 
performed more frequently in stages. Guleke states 
that in the first stage the formation of an artificial 
anus should be done and the operability of the 
tumor determined. ‘The rectum may be extirpated 
two or three weeks later. By this procedure shock 
and the danger of infection are reduced. After the 
preliminary decompression of the bowel the patient 
comes to the second and more serious operation in 
better condition. In cases of operable tumors 
primary irradiation with the X-rays or radium is 
inadvisable. In some of the cases reviewed, prophy- 
lactic postoperative irradiation was given. Com- 
bined roentgen and radium therapy is indicated 
chiefly in cases of inoperable carcinoma. By this 
treatment the spread of the carcinoma may be 
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considerably retarded. In many of the cases re- 
viewed X-ray and radium irradiation was combined 
with repeated electrocoagulation following the 
formation of an artificial anus. Unbearable pain in 
inoperable carcinoma of the rectum can be relieved 
by chordotomy. Ericu Hempet (Z). 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Chapman, C. B., Snell, A. M., and Rowntree, L. 
G.: Compensated Cirrhosis of the Liver: A Plea 
for More Intensive Consideration of the 
Earlier Stages of Disease of the Hepatic Par- 
enchyma. J. Am. M. Ass., 1933, C, 1735: 


The authors stress the importance of an early 
diagnosis of cirrhosis of the liver since, to be success- 
ful, treatment must be begun early. 

In fifty-eight cases of chronic degenerative changes 
of the parenchyma of the liver which are reviewed, 
the outstanding etiological factors were alcohol 
(twenty-five cases), cholecystitis (fourteen cases), 
and syphilis (ten cases). The authors emphasize 
the importance of infection, but believe that 
although single factors may cause cirrhosis, a 
multiplicity of chemical and infectious agents 
acting simultaneously or in sequence are probably 
the usual causes of degeneration and fibrosis of the 
liver. They call attention to the fact that five 
of the patients whose cases they review had pre- 
viously suffered from hyperthyroidism. 

On the basis of a complete history which included 
all complaints up to the time of the patient’s ad- 
mission to the hospital, the fifty-eight cases re- 
viewed were grouped according to their major 
symptoms as follows: gastro-intestinal symptoms 
with jaundice, twenty-four cases; gastro-intestinal 
symptoms with hemorrhage, eleven cases; gastro- 
intestinal symptoms with both hemorrhage and 
jaundice, three cases; hemorrhage only, two cases; 
jaundice only, four cases; and various gastro- 
intestinal symptoms only, fourteen cases. Loss of 
weight and asthenia were common. The average 
loss of weight was 23's lb. Examination revealed 
a palpable liver in forty-eight cases, slight eedema of 
the lower extremities in twenty, visible jaundice in 
seventeen, hemorrhoids in nine, visible collateral 
circulation in seven, and hernia in six. The authors 
believe that hepatic enlargement is the principal 
and significant physical finding, and that a clinical 
diagnosis is doubtful in its absence. A moderate 
anemia occurs in about one-third of the cases. 
More severe anemia is due to hemorrhage. The 
authors place considerable reliance in the diagnosis 
on the results of bromsulphalein tests of hepatic 
function. Retention of Grade 1 was noted in five 
of the cases reviewed, of Grade 2 in five, of Grade 3 
in twelve, and of Grade 4 in six. In twelve cases 
the results of the test were negative as the dye was 
not retained in significant amounts. 

No attempt is made to classify the cases patho- 
logically, but the authors believe that alcohol is a 
causative factor in 4o per cent. In cases due to 
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alcoholism, total abstinence from alcohol is im- 
portant in the treatment. A follow-up study of the 
alcoholic cases reviewed disclosed that the mor- 
tality was higher and the duration of life after 
examination at the clinic was shorter in this group 
than in the total group. Approximately 50 per cent 
of the patients died with an average of two years 
after the examination. However, restoration to 
health is possible. Two cases in which it occurred 
are cited. 

The authors call attention particularly to the 
cases associated with intermittent or chronic ob 
structive jaundice. In this group treatment appears 
to have little effect and the prognosis is unfavorable 
In six of the cases reviewed, death occurred within 
about three years after the examination. 

The group of cases in which syphilis seemed to b« 
a cause included only cases which were positive 
serologically and showed clinical manifestations of 
syphilis and signs of diffuse injury to the parenchyma 
of the liver. In a small number, a history of alco 
holism was given. The prognosis in this group was 
surprisingly good, better than that in cases with a 
history of alcoholism or chronic hepatitis and jaun 
dice. Only one of the ten patients is dead. The nine 
others are in relatively good health. 

The six patients in the series presenting Banti’s 
syndrome of splenic anemia were subjected to 
splenectomy. In each case evidence of cirrhosis of 
the liver was found at operation. Five of the pa- 
tients are still living and in fairly good health. One 
patient died three years after the splenectomy from 
an unknown cause. Splenectomy seems to offer the 
greatest aid in cases of splenic anaemia. 

Twenty-eight of the fifty-eight cases reviewed 
were treated by operation. Splenectomy was done 
in twelve. The results show that in latent or com 
pensated cirrhosis surgical exploration and even 
major surgical procedures are not associated with 
great immediate risk. 

Twenty-five of the fifty-eight patients are dead. 
Three died following a profuse gastro-intestina! 
hemorrhage, two of coma probably of hepatic ori 
gin, one of an intercurrent infection, and four of a 
cause not related to the biliary tract. In the cases 
of sixteen patients accurate information relative to 
the terminal illness could not be obtained. Of the 
thirty-three patients who are still living, twenty ar 
fairly well, six have had attacks of jaundice, and 
three have had hemorrhages. The remaining thir 
teen complain of gastro-intestinal symptoms 0! 
various degrees of severity. The average duration 
of symptoms in the cases of the thirty-three pa 
tients who are still living was slightly less thai 
eight years. 

A careful study failed to reveal any sign or symp 
tom on which the prognosis could be based in a1 
individual case. It appears that the patients with 
the largest livers had a more unfavorable cours: 
than those whose livers were described as small 
Patients with anemia apparently had a less favor 
able outcome than those with normal blood. Test 

















of hepatic function with bromsulphalein have defi- 
nite prognostic significance. The alcoholic patient 
with an enlarged liver and a positive bromsulphalein 
test has only about an even chance of surviving for 
three years or more, regardless of the fact that he 
has not reached the stage at which an unqualified 
clinical diagnosis of cirrhosis can be made. The 
patient with chronic or intermittent jaundice and 
an enlarged liver has an equally unfavorable prog- 
nosis. If syphilis is included as an etiological factor, 
the gravity of the condition may be somewhat 
lessened. Patients with Banti’s disease and sec- 
ondary cirrhosis who have not yet reached the stage 
of portal stasis and ascites have a good outlook as 
they respond well to splenectomy. In cases of com- 
pensated cirrhosis a history of haemorrhage or the 
finding of collateral venous circulation may con- 
stitute a definite surgical indication. In the presence 
of jaundice the possibility of a stone in the common 
duct must be considered. If the patient gives a 
history of alcoholism and hamatemesis, a Talma- 
Morison omentopexy and ligation of collateral 
venous channels should be considered. Excellent 
clinical results have been obtained from this pro- 
cedure. Most failures have occurred in cases in 
which the disease had reached an advanced stage 
at the time of the operation. Splenectomy, if per- 
formed early, may offer far more if there is a history 
of hamatemesis and anemia with moderate or slight 
retention of dye. Joun A. Wotrer, M.D. 


Brackertz: Animal Experiments with Regard to 
Inflammation of the Extrahepatic Bile Ducts 
(Tierexperimentelle Entzuendungsversuche an den 
extrahepatischen Gallenwegen). Zentralbl. f. Chir., 
1933, P- 107. 


The varieties of bile-duct infection have been in- 
vestigated from all aspects, particularly the path- 
ways by which the infection reaches the ducts. 
However, the inflammatory changes in the wall of 
the common duct have received relatively little 
attention. The author has therefore made com- 
parative studies of the course of bacterial inflamma- 
tion in the gall bladder and the common duct of 
rabbits. The experiments were divided into those of 
acute inflammation of two or three days’ duration 
and those of chronic inflammation lasting five 
weeks. Dilute bouillon cultures of colon bacillus or 
streptococcus hemolyticus were injected through 
the papilla into the common duct. In one series of 
experiments the wall of the common duct was in- 
jured by repeated punctures with a needle, while in 
the others injury was carefully avoided. In some 
cases the common duct was tied off, while in others 
it was left open. 

In the experiments with regard to acute inflamma- 
tion in which the common duct was left open and 
uninjured inflammation of the mucosa of the com- 
mon duct was found occasionally, but the wall of 
the gall bladder was often acutely inflamed in all 
of its layers. When the duct was injured there was 
almost always an inflammation involving all of the 
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layers of the duct as well as an acute cholecystitis, 
whether or not the duct had been tied off. 

In the experiments with regard to chronic in- 
flammation in which the common duct was left open 
and uninjured examination revealed marked thick- 
ening and chronic inflammation of the entire gall- 
bladder wall, marked cellular infiltration of the 
papille, and in some cases marked ulceration ex- 
tending into the muscular layer. The wall of the 
common duct showed inflammatory changes con- 
fined to the mucosa with some ulceration. When the 
duct was injured and tied off, a granulating in- 
flammation with marked thickening of the wall was 
found. The gall bladder was also chronically in- 
flamed. When the duct was left open it was un- 
changed in two cases in spite of extensive injury. In 
one case it was slightly thickened and showed peri- 
vascular cellular infiltration in its wall. When the 
duct had been ligated the gall bladder was cicatrici- 
ally contracted. 

The experiments therefore demonstrated that the 
gall-bladder wall is always more intensely involved 
by the inflammation than the wall of the common 
duct. This fact is attributed to anatomical ditfer- 
ences. The wall of the common duct has a taut elas- 
tic layer beneath the mucosa which protects the 
duct from injury, whereas the gall-gladder wall 
lacks such an elastic layer. SCHUENEMANN (Z). 


Ibafiez, A. I. L.: Choledocholithiasis (La litiasis de 
la via biliar principal). Rev. méd-quir. de patol. feme- 
Nina, 1933, 1, 667. 

Ibafiez reviews the present status of our knowl- 
edge regarding choledocholithiasis and reports 
twenty-four cases from Althabe’s clinic in Buenos 
Aires. The chief topics discussed are the bac- 
teriology and pathogenesis of gall stones and the 
surgical pathology, symptoms, diagnostic tests and 
methods of examination, differential diagnosis, 
operative technique, pre-operative and postopera- 
tive care, immediate and late postoperative com- 
plications, prognosis, and causes of postoperative 
death in cases of stones in the common duct. 

Of the twenty-four patients whose cases are re 
ported, three refused operation. Of the five who 
died, all were seriously infected and in poor general 
condition at the time of their admission to the 
clinic. One died of shock, one of hepatic insutii- 
ciency, two of angiocholitis, and one of angiocholitis 
and suppurative choledochitis. The patients who 
were in satisfactory condition at the time of opera- 
tion made a prompt and uneventful recovery. In 
all of the cases a supraduodenal choledochotomy 
with drainage through a T tube was done. In 58 
per cent, a complete cholecystectomy, and in 21 
per cent, a partial cholecystectomy was done in 
addition. 

In the diagnosis Ibanez has had little success with 
cholecystography and relies more on the various 
chemical examinations. He recommends systematic 


pre-operative duodenal intubation for both diag 
nosis and treatment. 
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Ibafiez concludes that the gravity of the local 
complications of stones in the common duct dem- 
onstrates the necessity for early operation. Cal- 
culous angiocholitis is the source of the majority 
of both local and general complications. Its serious- 
ness depends upon the kind of bacteria causing it. 
Streptococcic angiocholitis is exceptionally grave. 

very case of gall stones is a potential case of 

hepatic insufliciency. Involvement of the liver is 
a most important factor in the later prognosis and 
the postoperative treatment. In many cases some 
degree of hepatic insufficiency is present and may 
account for serious symptoms following operation. 
From our knowledge of lithiasis involving the entire 
biliary tract and of intrahepatic lithiasis it is evident 
that, in spite of the most thorough exploration of 
the biliary passages, the surgeon may be unable to 
remove all of the stones. 
+ There is general agreement as to the choice of 
operation and the operative technique. Supra- 
duodenal choledochotomy with drainage is the rule, 
and a complementary cholecystectomy is almost 
always necessary. Duodenotomy is advisable only 
exceptionally, but is sometimes necessary for ex- 
ploration of the ampulla of Vater. Retropancreatic 
duodenotomy has no established indications. The 
results of supraduodenal choledochotomy are satis- 
factory; true recurrences, fistula, and hernix are 
unusual. In simple cases with only slight infection 
there is no mortality. Acute angiocholitis and 
hepatic insufliciency are responsible for the majority 
of deaths. 

The article is supplemented by a bibliography 
of 173 references, chiefly to Argentinian and French 
literature. Mary EvizaBetu Morse, M.D. 
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Mallet-Guy, P., Auger, L., and Croizat, P.: An Ex- 
perimental Study of Division of the Sphincter 
of Oddi (Etude expérimentale de la section du 
sphincter d’Oddi). Rev. de chir., Par., 1933, lii, 230. 

The authors studied the effects of transduodenal 

section of the sphincter of Oddi in dogs. The animals 
were kept under observation over a period ranging 
from three to eleven months. In all, loss of weight, 
a continuous low fever, and occasional digestive 
disturbances were noted. At necropsy, dense ad 
hesions due to inflammation of the biliary tract 
were found about the under-surface of the liver. 
The common duct was thickened, distended, and 
discolored. The dilatation of the duct was appa 
rently the cause, rather than the result, of the 
ascending infection. The gall bladder was thickened 
and inflamed and contained turbid fluid or gravel. 
The inflammation of the gall bladder was associated 
with hyperplasia of the mucous glands of the organ. 
In 50 per cent of the animals concretions were 
found. The bile yielded positive cultures of intestina| 
organisms. The liver was firm and congested, and 
its lobulations were intensified. The ducts were dis 
tended. No gross lesions of the liver were found, 
and cultures of the liver were negative. One of the 
dogs died of acute suppurative cholangeitis with 
miliary abscesses of the left lobe of the liver. 

The authors conclude that, in the dog, division 
of the sphincter of Oddi gives rise to two types of 
disturbances. The first is a functional derangement 
of the mechanism. of biliary excretion leading to 
loss of contraction, stasis, and stone formation in 
the gall bladder, and the second, an ascending 
infection from the reflux of duodenal contents info 

the common duct. Leo M. Zimmerman, M.D. 
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Nilsson, F.: Experiences With Adenocarcinoma of 
the Uterine Cervix (Erfahrungen ueber Adeno- 
carcinoma colli uteri). Acta radiol., 1933, xiv, 283. 

The author reviews twenty-six cases of adeno- 
carcinoma of the cervix which were given primary 
irradiation treatment at Radiumhemmet, Stock- 
holm, during the period from 1916 to 1925. Fifty- 
three per cent were operable. Clinical healing re- 
sulted in 64 per cent of the operable cases and 41 
per cent of the inoperable cases. A five-year cure 
was obtained in 19.23 per cent of the entire series, 
28 per cent of the operable cases, and 8 per cent of 
the inoperable cases. Local recurrences developed 
in 50 per cent, and glandular recurrences and re- 
currences in the connective tissue of the pelvis in 50 
per cent. 

Adenocarcinomata of the uterine cervix have a 
marked tendency to become general. The typical 
and most frequent form of glandular cancer of the 
cervix does not cause symptoms early. This fact 
and the tendency of the lesion to become dissemi- 
nated account for the relatively low incidence of 
permanent cures. There is nothing to indicate a low 
degree of radiosensibility or the necessity for larger 
doses of irradiation. Nor is there any reason to be- 
lieve that, in cases of this character, surgical treat- 
ment would produce a better result than irradiation 
therapy alone. 


Curtis, A. H.: Coincident Surgical Exposure and 
Radium Therapy in the Treatment of Exten- 
sive Cervical Cancer. Surg., Gynec. & Obst., 1933, 
lvi, 1052. 

In the early days of radium treatment attempts 
to obtain cures with massive doses resulted in a 
high incidence of destructive lesions of the adjacent 
viscera often terminating in fistula formation or 
death. It was learned relatively early that the pelvic 
viscera are highly susceptible to injury from radium 
and that many cervical cancers cannot be cured 
by radium treatment because proximity of the 
bladder prevents their efficient irradiation. For 
several years, therefore, Curtis has made a practice 
of separating the bladder and displacing it upward 
to permit more extensive use of radium in the treat- 
ment of the uterine cervix without the danger of 
causing a vesical fistula. 

The value of dissection and retraction not only 
of the bladder but also of the other vulnerable tis- 
sues has become more and more apparent and has 
eventuated in a combined method of surgical ex- 
posure and coincident radium application. The 
suggestions advanced in this article apply particu- 
larly to the treatment of cases of cervical cancer 
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in the second stage and the less advanced cases of 
the third stage. 

The necrotic cervical growth is treated by surgical 
diathermy or prophylactic irradiation at least three 
weeks prior to operation. Preliminary deep X-ray 
therapy may serve equally well in healing the 
sloughing cancerous surface. 

Under anwsthesia, a preliminary pelvic examina- 
tion is made to determine the extent of the growth 
and the amount of intervention required. Exposure 
of the cancer-bearing uterus and adjacent cellular 
tissues is then undertaken. The bladder is mobilized 
upward by blunt dissection, the cervix encircled 
by an incision such as is made for a radical vaginal 
hysterectomy, and the vaginal mucosa is pains- 
takingly dissected laterally and posteriorly along 
the natural lines of cleavage. The body of the 
uterus and the regions of the broad ligaments and 
cardinal ligaments are then well visualized. With 
the organ half delivered vaginally, the bladdér 
safely anchored in its elevated position with a cat- 
gut suture holding it high on the uterus, and the 
paracervical tissues exposed, a massive radium treat- 
ment is possible. Radium needles or radon seeds 
are introduced where needed, close to or into the 
cervix or far from it, with the assurance of the safety 
of adjacent vulnerable organs. After the burying 
of the radium needles or radon, a chain tandem of 
radium capsules is inserted into the uterine canal in 
the usual manner. The procedure is completed with 
a vaginal pack. Irradiation up to 3,500 mc. may 
be given. ALBERT M. VotumeEr, M.D. 


Kamniker, H.: Postoperative Recurrences of Cer- 
vical Cancer. Their Location, Symptomatolo- 
gy, Diagnosis, Differential Diagnosis, Pro- 
phylaxis, and Treatment (Das _ postoperative 
Rezidiv des Carcinoma colli uteri. Seine Lokalisa- 
tion, Symptomatologie, Diagnose,  Ditferential- 
diagnose, Prophylaxe, und Therapie). Arch. f. 
Gynaek., 1932, cl, 339. 

This is a detailed discussion of the clinical char 
acteristics of postoperative recurrences of cancer of 
the cervix. The author distinguishes 4 types of 
recurrence: (1) the local recurrence (in the scar), 
which arises because of persistence of the cancer in 
the field of operation, (2) the glandular recurrence, 
(3) the metastatic recurrence, and (4) the implanta 
tion recurrence. Of 374 cases of postoperative 
recurrence seen by Kamniker, local recurrences 
were found in 242, glandular recurrences in 88, 
metastatic recurrences in 13, and implantation re 
currences in 4. In 27 cases it was impossible to 
classify the type of recurrence. 

After the Wertheim operation, 69 per cent of the 
recurrences were local and 26 were glandular. After 
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the radical vaginal operation with bilateral removal 
of the adnexa, 55 per cent of the recurrences were 
local and 30 per cent were glandular. These figures 
show that non-removal of the regional lymph 
glands in the vaginal operation did not materially 
increase the incidence of postoperative glandular 
recurrences. However, there was a surprising in- 
crease in the frequency of local rccurrences after 
radical vaginal operation in which the adnexa were 
not removed, the incidence of such recurrences 
being increased to 67 per cent whereas after removal 
of the adnexa it was only 55 per cent. Hence it 
seems logical to advocate removal of the adnexa as 
a part of the technique of radical vaginal operation 
for cancer of the cervix. 

Recurrences appear most frequently during the 
first year after operation. They are less frequent in 
the second and third years, but there is no definite 
time limit for the development of late recurrences. 

The histological type of the cancer is of secondary 
importance in the appearance of late recurrences. 
However, it appears that in cases of solid cancers 
composed of less mature cells invasion of the 
lymphatics occurs very early, since most glandular 
recurrences develop in this group. Nearly always, 
the histological picture of the recurrent tumor con- 
forms to that of the primary tumor, but, as is well 
known, variations may occur in the sense that the 
primary tumor may be a solid cancer of middle 
maturity, for example, whereas the recurrence may 
be composed of very immature cellular elements. 

The author next discusses the symptoms of 
recurrences. He emphasizes especially the im- 
portance of the condition of the appetite. Women 
with a good appetite seldom harbor a recurrence. 
Marked anorexia is sometimes the first subjective 
sign suggesting the presence of a recurrence. Early 
diagnosis of recurrence is essential. 

The possible findings of palpation are described. 
Sometimes biopsy is of aid in the diagnosis. Accord- 
ing to Philipp, the roentgenogram is often of assist- 
ance. A single determination of the sedimentation 
time of the erythrocytes is of little value, but the 
findings of repeated determinations combined with 
those of other clinical methods may be of aid. 

The author presents a detailed description of the 
urological findings in recurrence. The postoperative 
cystitis following extensive operations for carcinoma 
is somewhat physiological and usually disappears in 
two or three weeks. Nearly always there is also an 
cedema of the bladder which persists for from one to 
three weeks. Very frequently there is a considerable 
amount of residual urine, as much as 4o, 60, or 
even 500 c.cm. Cystoscopic examination discloses 
deep bladder pouches and, later, diverticula-like 
formations due to cicatricial retractions. It is 
surprising how often ureteral reflux is demonstrated 
after operation. Radium and X-ray irradiation 
bring about further changes in the bladder such as 
petechix and ecchymoses, but these do not indicate 
recurrence of the cancer. In recurrences there is a 
bulging of the bladder wall which is followed first 
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by cedema of the wall, later by bullous cedema, still 
later by the appearance of cancerous villi, and 
finally by penetration of the tumor. Bladder pain is 
nearly always absent. Slight cloudiness of the 
urine is often the only sign. 

Proctoscopic examination may also aid in the 
diagnosis of recurrence. First, there is a dimpling 
of the rectum by the recurrence; then, an umbili 
cated retraction of the mucosa; later, a definite 
cedema; and finally, ulceration. 

The operative removal of the recurrence is 
extremely difficult and often useless. However, the 
author reports a case of eight-year cure of a rather 
extensive local recurrence. Among the indispensable 
palliative procedures is colostomy. The author does 
not approve of resection of the presacral nerve for 
the relief of pain. He states that in most cases th« 
treatment should consist of irradiation. It is im 
portant to administer by the vaginal route larg: 
doses of radium irradiation with good filtration and 
at a sufficient distance. Sometimes rectal applica 
tors are employed. The use of radium needles and 
radium points is also to be considered. 

A cure may be considered permanent when it 
persists for five years after operation. Of the 374 
recurrences reviewed, 36 (about 10 per cent) were 
cured. This incidence of cure compares favorably 
with that reported in the literature. If recurrences 
not proved by histological examination are ex 
cluded, the incidence of permanent cure was 8.1 
per cent. . E. Putttpp (G). 


Kamniker, H.: Postoperative Recurrence of Cancer 
of the Cervix. The Clinical Manifestations of 
the Different Forms (Das postoperative Rezidi\ 
des Carcinoma colli uteri. Klinik der einzelnen 
E-rscheinungsformen). Arch. f.Gynaek., 1932, cli, 350 

In this contribution, which is intended to sup 
plement an earlier, general article, the author 
describes in detail four types of postoperative re 
currence of cancer of the cervix with regard to 
their clinical and roentgenological characteristics. 
The four types are: (1) the local, (2) the lymph 
gland, (3) the implantation, and (4) the metastatic 
The article is based on cases of cervical cance! 
treated at the Peham Clinic and carefully studied 
and followed over a period of years. ‘The chici 
subjects considered are the early diagnosis, differen 
tial diagnosis, prognosis, and treatment. 

The local recurrence may appear in the vagina 
in the midline behind the vaginal stump, in th 
parametrium, or in the uterosacral ligaments. It 
is most apt to occur in the vagina when, instead o! 
the radical operation, simple hysterectomy with re 
moval of little or none of the vagina has been done 
Vaginal cancers are not rare and have been observe: 
as long as fourteen years after operation. In thi 
type of recurrence kidney function remains un 
affected for a long time. Confusion of the recur 
rence with benign granulation tissue arises only in 
the first two years after the operation. Later, th: 
condition must be differentiated chiefly from radiun 








GYNECOLOGY 


ulcer. A correct diagnosis is important as in cases 
of radium ulcer the combined radium and roentgen 
irradiation which is advisable in cases of cancer 
recurrence only increases the necrosis and leads 
to fistula formation. A permanent cure may be 
expected in about 10 per cent of cases treated by 
irradiation. Fifty-seven per cent of the patients 
die in the first year. 

The median local recurrence may invade the 
vagina secondarily and may early involve the blad- 
der and rectum because of its close proximity to 
them. This type of recurrence is frequent, especially 
after the less extensive operations. As a rule it 
appears within a year, but in 15 per cent of the 
cases reviewed by the author it was first noticed 
fifteen years after the operation. The most im- 
portant symptom is difficulty in defecation. Obsti- 
pation persisting for from six to eight days in spite 
of the administration of strong cathartics is not 
uncommon. In the differential diagnosis inflam- 
matory processes must be considered, but as a rule 
can be easily ruled out because of their more severe 
pain. The results of combined X-ray and radium 
therapy are poor, probably because of the rapid 
growth of the recurrence beyond the limits of a 
local lesion. A permanent cure is obtained in only 
from 5 to 8 per cent of cases at the most. 

The parametrial recurrence develops from can- 
cerous nodules which have remained on the ureters, 
the stumps of the uterine arteries, the bladder, the 
rectum, or the stumps of the uterine ligaments. 
It is not frequently observed after conservative 
operations. It is the most common type of recur- 
rence and usually develops very early after the 
operation. The results of treatment are very good 
because, especially in the beginning, the cancer 
nodules are situated so close to the vagina and rec- 
tum that they are readily accessible to irradiation. 
Of the cases reviewed, early and complete irradia- 
tion therapy resulted in permanent cure in about 
20 per cent. However the author admits that there 
is reason to doubt the “‘cure’”’ as the diagnosis of 
“beginning recurrence’ was not proved by histo- 
logical examination. Operation for these recurrences 
was rejected because of the difficulties which would 
be encountered after the previous radical operation. 

Recurrence in the uterosacral ligaments is a 
variety of parametrial recurrence, but has a very 
unfavorable prognosis. Of the cases reviewed, a 
permanent cure was obtained in only one. 

Lymph-gland recurrences are divided into those 
occurring: (1) on the pelvic wall, (2) in more distant 
glands, and (3) in the inguinal glands. The pelvic 
wall recurrences arise in the lower hypogastric 
glands and cause characteristic symptoms by com- 
pressing nerves which supply the lower extremities 
and the ureter on the same side. Treatment of 
such recurrences is practically useless as the ap- 
plication of radium is almost impossible on account 
of the location of the lesion. If the glands are still 
mobile their removal may be attempted by lapa- 
rotomy, possibly combined with abdominal radium- 
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surgery. Of the cases reviewed, a permanent cure 
was obtained by irradiation in only 7 per cent. 
Eighty per cent of the patients died within a year 
after the appearance of the recurrence. 

Recurrence in more remote glands is much less 
common than recurrence on the pelvic wall. It 
involves first the higher lymph glands in the region 
of the uterus. The author has found recurrences of 
this type only after radical operation, particularly 
abdominal interventions. Twenty-seven per cent 
developed five years after the operation, and some 
were not observed until after nineteen vears. The 
treatment is early operation or X-ray therapy. 
However, X-ray therapy has not yet cured a single 
case. In the cases reviewed, most of the patients 
died within seven months, and most of the deaths 
were caused by uremia due to compression of the 
ureter. 

The development of a recurrence in the inguinal 
glands as the only recurrence after operation is at- 
tributed by the author to the postoperative change 
in the lymph flow. As a rule recurrences of this 
type develop early. In the treatment, the combined 
use of the X-rays and radium comes up for considera- 
tion, but in early cases operation is to be preferred. 
The prognosis is poor because metastases have usu- 
ally already occurred in a vital organ. Of the cases 
reviewed, a permanent cure was obtained in only 
one. 

The implantation recurrence develops, according 
to the operation performed, in a Schuchardt inci- 
sion or a laparotomy scar. When it occurs in the 
Schuchardt incision the author recommends opera- 
tion only when it is very isolated and movable. 
In all other cases he recommends combined irradia- 
tion. However, the results of both methods are 
poor. In none of the cases reviewed was a perma 
nent cure obtained. In uncomplicated cases of 
implantation recurrence in the abdominal wall the 
prognosis is relatively good. 

Metastatic recurrence developing as the first re 
currence after a radical operation is rare. It usualiy 
appears within three years after the operation. Its 
location varies. Treatment is practically useless. 

In conclusion the author discusses a number of 
cases in which several recurrences developed si- 
multaneously. P. CAFFIER (G). 


ADNEXAL AND PERIUTERINE CONDITIONS 


Regad, J.: A Study of the Pathological Anatomy of 
Torsion of the Fallopian Tubes ([tude anatomo- 
pathologique de la torsion des trompes uterines). 
Gynéc. et obst., 1933, XXVii, 519. 


Although the literature contains many reports of 
cases of torsion of the fallopian tubes, pathological 


studies of the condition have been few. The author 
describes the macroscopic and microscopic changes 
which result from torsion of normal and diseased 
tubes, the effects of the torsion on adjoining organs, 
and the end-results, such as spontaneous amputa- 
tion or unilateral disappearance of the adnexa. 
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In torsion of the diseased tube the gross findings 
are usually quite characteristic. The twisted tube 
may occupy various sites in the pelvic or abdominal 
cavity, but is situated most commonly to one side 
of the uterus and descends more or less completely 
into the cul-de-sac. Torsion appears to occur more 
frequently on the right side than on the left. Of 
201 cases seen by the author, the right tube was 
involved alone in 60 per cent and the torsion was 
bilateral in 5 cases. The twisted tube usually has a 
characteristic violaceous, blue-black color. When 
gangrene has developed, the surface presents areas 
of a greenish hue. The tube varies considerably in 
size and consistency, depending upon the nature of 
the disease process which preceded the torsion and 
upon the time which has elapsed since the twist 
occurred. Its size may vary from that of a large nut 
to that of an adult’s head. The most frequent causes 
of torsion of the fallopian tubes are tumors, cysts, 
and tubal gestations occupying the distal ends of 
the tubes. 

The twist occurs most commonly in the region of 
the isthmus. The tube may be involved alone or 
the ovary with its vessels, nerves, and ligaments 
may be included in the pedicle. 

The degree of twisting ranges from complete 
constriction with infarction and subsequent ampu- 
tation to simple torsion without circulatory dis- 
turbances. Most commonly, from % to 5 or 6 turns 
are found, but as many as 15 complete twists have 
been reported. Pathological changes (thrombosis, 
cedema, multiple haemorrhages) result in an increase 
in the size of the ovary which often leads to degen- 
eration and detachment. Adhesions to the pelvic 
viscera and intestines are not uncommon. Fluid is 
usually present in the peritoneal cavity. The fluid 
may be sanguineous as the result of tubal apoplexy, 
or a clear exudate or transudate. The other adnexa 
may be normal or similarly affected. Histologically, 
the changes produced in the tubes consist chiefly of 
hemorrhage, oedema, infarction, capillary or venous 
stasis, and degeneration resulting from circulatory 
impairment. 

Of the 201 cases of torsion observed by the author, 
the tubes were considered normal in 23 per cent and 
the torsion occurred on the right side in 68 per cent. 
The gross appearance of the twisted normal tube 
does not differ markedly from that of the twisted 
diseased tube. The distal extremity of the tube is 
usually patent. In general, twisted normal tubes 
are less resistant to the touch and are difficult to 
recognize by palpation. Their size varies con- 
siderably but generally ranges from that of an egg 
to that of a medium-sized orange. The twist usually 
occurs just above the ampulla. In the majority of 
the cases reviewed the tube showed only 1 twist, 
but in 20 per cent from 4 to 6 twists were found. 
Involvement of adjoining organs may occur although 
its extent is usually less than in cases of diseased 
tubes. The cause of the twist can often be deter- 
mined from the state of the other tube, which is 
usually long and mobile and contains convolutions 


INTERNATIONAL ABSTRACT OF SURGERY 


of a fetal type which often extend to the point of 
attachment to the uterus. 

The problem of determining whether the tubes 
were healthy before the twist occurred is often 
difficult to solve. Since secondary infection usually 
follows promptly after the accident, the presence 
or absence of an inflammatory reaction is not a safe 
criterion. Nor is it always possible to determine the 
presence or absence of other pathological states 
which may have been causative, such as embryonic 
maldevelopment, abnormal peristalsis, and deranged 
nerve function. Histological examination is of little 
value in ruling out antecedent infection unless it is 
performed within forty-eight hours after the occur 
rence of the torsion. However, as salpingitis is 
usually associated with a certain amount of oéphor- 
itis, the author believes that in doubtful cases the 
question of preceding inflammation of the tube can 
be decided by histological examination of the ovary. 

The sequele of tubal torsion may be: (1) spon- 
taneous cure by untwisting with possible recur- 
rences, (2) chronic recurrences followed by eventual 
amputation, or (3) complete or partial spontaneous 
amputation. Haroip C. Mack, M.D. 


Buettner, A.: Ovarian Tumors and Masculiniza- 
tion. The Arrhenoblastoma of Meyer (Ueber 
Kierstockgeschwuelste mit Vermaennlichung. Arr- 
henoblastoma R. Meyers). Arch. f. path. Anat., 
1932, CCIxxxvii, 452. 

Buettner summarizes in a table the 25 cases of 
arrhenoblastoma ovarii which have been reported 
to date. The tumors are divided into the following 
three groups: 

1. The adenoma tubulare (testiculare) of Pick: 
(a) mature, (b) partially carcinomatous. 

2. A middle group with typical and atypical 
tubular elements and solid elements. 

3. Atypical tumors: (a) predominantly solid, 
with atypical tubular elements, (b) solid. 

Following a description of the morphological 
and clinical peculiarities of the growths, Buettner 
reports two cases from the service of Esan. The 
first was that of a woman sixty-six years of age 
who had one living daughter. The patient stated 
that her mother had had a very pronounced beard 
but very thin hair on her scalp. Since her fortieth 
year the patient had had amenorrhoea and a marked 
growth of hair on the face and body. Esan reported 
this case before the ovarian tumor could be demon- 
strated. Following an observation period of three 
years the patient was operated upon for incarcera 
tion of a myomatous uterus and died three weeks 
later. The left ovary, which was removed at opera 
tion, was about the size of a pigeon egg and grayish 
white. Its cut surface was brownish-red, damp, and 
very soft. Beneath the narrow, poorly delimited 
ovarian cortex could be seen a predominantly solid 
epithelial tumor with strand-like villous and tubular 
portions. This carcinoma-like neoplasm was ver) 
different from the usual carcinoma of the ovary. It 
contained no teratomatous elements. On the whole 
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the structure differed basically from that of a 
hypernephroma. There were no fatty substances 
and no lipoids. The tumor most closely resembled 
the neoplasm in Sellheim’s case, showing only 
minor differences such as giant-cell formations and a 
papillary structure. The endometrium was atrophic 
to an unusual degree. 

Of the twenty-five cases of arrhenoblastoma 
reviewed, myomata were found in five. The tumor 
in the case reported by Sellheim and in the Bingel- 
Schultz case most closely resembled the tumor in 
the case reported by the author as regards atypical 
structure. 

The second case reported by Buettner from Esan’s 
service was that of a para-iii twenty-six years old 
who was in the eighth month of pregnancy and had 
had a marked growth of hair on the chin since the 
first month of pregnancy. Operation performed ten 
days after delivery disclosed two large growths at 
the sites of the ovaries, a small tumor in the omen- 
tum, and the presence of ascites. Four months later 
the beard had disappeared. On histological ex- 
amination, the tumors showed numerous epithelial 
strands of vesicular “‘seal-ring-like”’ cells. They were 
diagnosed as Krukenberg tumors secondary to a 
gastric cancer. Eighteen months after the operation 
a recurrence developed—an inoperable gastric car- 
cinoma with omental metastases (adenocarcinoma). 
The adrenals were not examined as permission for 
autopsy could not be obtained. 

In conclusion the author says that there is thus 
far not a single satisfactorily studied case which 
supports Halban’s theory. Nevertheless we must 
still bear in mind the possibility that tumors other 
than the arrhenoblastomata in the ovary may also 
cause masculinization. R. Meyer (G). 


Moench, L. M.: A Clinical Study of 403 Cases 
of Adenocarcinoma of the Ovary: Papillary 
Cystadenoma, Carcinomatous Cystadenoma, 
and Solid Adenocarcinoma of the Ovary. Am. 
J. Obst. & Gynec., 1933, XXvi, 22. 


This study includes all cases of clinically malig- 
nant adenoma of the ovary considered operable in 
which operation was performed at the Mayo Clinic 
in the period of eleven years from January, 1917, to 
December, 1927, inclusive. Extensive recurring car- 
cinoma and abdominal carcinomatosis considered 
inoperable in cases in which only exploration was 
undertaken were excluded. 

Adenocarcinoma of the ovary is most frequent in 
the fifth and sixth decades of life. The average age 
of the patients with papillary cystadenoma was 
forty-six and nine-tenths years; of those with car- 
cinomatous cystadenoma, forty-six and seventy- 
three hundredths years; and of those with solid 
adenocarcinoma, forty-eight and thirteen hundredths 
years, 

There are no characteristic symptoms of adeno- 
carcinoma of the ovary. Abnormality of ovarian 
function was manifested by disturbances of menstru- 
ation, 
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Of 388 patients who were traced, 59.79 per cent 
were living and 40.20 per cent were dead at the time 
of the follow-up, three or more years after the 
operation. The proportion dead was lower among 
patients who had papillary cystadenoma than 
among those who had carcinomatous cystadenoma 
or solid adenocarcinoma. 

Of the tumors without metastasis, 24.81 per cent 
were bilateral. The proportion of patients who were 
dead was larger among those who had bilateral 
growths than among those who had _ unilateral 
growths. The length of life after operation tended 
to be shorter in cases of bilateral growths than in 
those of unilateral growths. 


which only one ovary was removed and 20.89 per 
cent in those in which both ovaries were removed. 

Intracystic malignancy was less likely to recur 
than extracystic malignancy. The mortality from 
recurrence of intracystic growths was 11.53 per 
cent, and that from recurrence of extracystic 
growths 28.20 per cent. 

In cases of ruptured pseudomucinous cystadenoma 
with peritoneal involvement the mortality was high. 
Of the patients with ascites, 56.96 per cent were 
dead at the time the study was made. Of the 
patients without apparent metastasis, the propor- 
tion living was higher than the proportion living of 
those with apparent metastasis. Of the patients 
with metastasis, 30.39 per cent were living at the 
time the study was made. The proportion of 
patients living at the time the study was made was 
higher among those who had pelvic metastasis only 
than among those who had both pelvic and abdom- 
inal metastasis. 


Lissowetzky, V.: The Question of So-Called Car- 
cinoma of the Corpus Luteum (Zur Frage des 
sogenannten Carcinoms des Corpus luteum). Arch. 
f. path. Anat., 1933, cclxxxviii, 297. 

The author reports an ovarian tumor which oc- 
curred in a woman forty-six years old. Menstruation 
was normal. The patient had two living children. 
Bilateral ovarian tumors and a metastasis in the 
broad ligament were removed. Death occurred five 
months later from cachexia and multiple metastases. 
On microscopic examination one of the tumors was 
found to consist of elements which resembled luteal 
cells. 

On the basis of his researches, the author comes 
to the following conclusions: 

1. Every tumor, and especially every malignant 
tumor, must be regarded as the local manifestation 
of a special condition of the organism. Especially 
malignant neoplasms must be studied both morpho 
logically and pathophysiologically (clinically) in 
their relationship to the host, to the organism as a 
whole (phenotype and genotype) which is atlected 
by its pai.icular environment (mode of living, 
occupation). 

2. Among the neoplasms of the ovary (an endo 
crine gland) those which consist of cells morpho 
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logically similar to the components of the corpus 
luteum constitute a distinct group. 

3. Fat staining of such tumors shows that their 
cells contain lipoids. In the case reported micro- 
chemical and microphysical studies demonstrated 
that the lipoids in both the tumor cells and the sur- 
rounding framework were phosphatids. 

4. As the tumors are formed by immature cells 
which contain phosphatids and are proliferating 
rapidly, their origin is apparently related to the 
earliest stages of development of the corpus luteum 
and such tumors probably have no influence upon 
either the uterus or menstruation. 

5. The unusual malignancy of such tumors is to 
be attributed to their origin from the cells of the 
corpus luteum in the first stage of their develop- 
ment, i.e., from cells which are very immature and 
possess the ability to proliferate extensively. 

6. Tumors formed from the embryological primi- 
tive tissues of the organs of internal secretion are 
always peculiar. They possess a secretory function 
and are apparently not true tumors. They should 
be classified in a distinct group and given a common 
name such as “‘strumata.”’ The tumor in the case 
reported may be best described as a ‘“‘struma ovarii 
luteinocellulare maligna bilaterale.”’ 

Hans Orro NEuMANN (G). 


EXTERNAL GENITALIA 


Jeanbrau, E.: Five Difficult Vesicovaginal Fistulz 
Cured by Vaginal Operation in the Depage Po- 
sition (Cinq fistules vésicovaginales difliciles guéries 
par l’opération vaginale en position de Depage). J. 
d’urol. méd. et chir., 1933, XXXV, 221. 


The author operates for vesicovaginal fistula with 
the patient placed on her abdomen with the sacrum 


elevated, the so-called Depage position. In this 
position the anterior vaginal wall is well exposed. 
In addition to this position, certain other technical 
precautions are necessary to assure a successful re- 
sult. The most important is a suprapubic cystotomy 
as the first step of the operation introduced by 
Marion. To keep the operative field as dry as pos- 
sible, the author sponges the bleeding tissue with 
small tampons saturated with a 1:1,000 solution of 
adrenalin. 

Following a detailed report of five cases of obstet- 
rical vesicovaginal fistula which he cured by opera- 
tion, Jeanbrau draws the following conclusions: 

1. Vesicovaginal fistulae due to operation (hys- 
terectomy) should be operated upon by the trans- 
peritoneal route (Dittel-Forgue technique) or the 
transperitoneo-transvesical route (Legueu  tech- 
nique). 

2. High obstetrical fistule are operated upon 
best by the transvesical route (Marion technique). 

3. Low obstetrical fistula should be operated 
upon by the vaginal route with the patient in the 
Depage position which facilitates the operation and 
favors a successful result. 

IsAAc ANbDRUSSIER, M.D. 


INTERNATIONAL ABSTRACT OF SURGERY 


MISCELLANEOUS 


Jayle, F.: Parthenology or the Study of Diseases of 
the Genital Tract of the Virgin (La parthénologie 
ou l’étude des maladies de l’appareil génital chez la 
vierge). Comptes rendus Soc. frang. de gynéc., 1933, 
ili, 115. 

Diseases of the genitalia of the virgin are not 
infrequent. They have the peculiarity of being 
based largely on congenital malformations, dysfunc 
tion of the ovaries or other glands of interna! 
secretion, and the general physical condition. In 
fection is of secondary importance in their develop 
ment. 

Although a complete examination is essential fo: 
accurate diagnosis, it appears that pelvic examina 
tion is often omitted. The author reports cases to 
show the gross errors in diagnosis and treatment 
that may result from failure to make a pelvic ex- 
amination. 

Among the symptoms of pelvic disease in vir- 
gins is leucorrhcea. This is never mucinous, but 
usually milky, yellow, or green. As a rule there 
are irregularities of menstruation. Pain is quite un- 
common. 

The lesions which have been observed and are 
described include stricture of the internal os, hyper- 
trophy and ulceration of the cervix, endocervicitis, 
uterine displacements, genital hypoplasia, and 
hyperplasia of the endometrium. The endometrial 
hyperplasia is often polypoid and may have a defi 
nitely neoplastic structure. It may be complicated 
by infection. The author believes that congenital 
lesions are as frequent in the female as in the male, 
but that in the female minor lesions are often un- 
discovered. 

Jayle warns against assuming that all discharges 
in recently married women are gonorrhceal, as the 
history will often reveal that the discharge has been 
present for years and has been merely aggravated by 
marriage. 

In the discussion of this report COLANERI stated 
that gynecological diseases of the virgin constitute 
an almost untouched field. He believes that infec 
tion plays a more important role in their develop 
ment than Jayle ascribes to it. 

JULIEN said that he also regards infection as an 
important factor. The organisms most common) 
found are the colon bacillus, the staphylococcus, anc 
the enterococcus. 

Douay cited a case of carcinoma in a girl fourteen 
years old which, when discovered, had reached an 
inoperable stage because of the reluctance of the 
attending physician to make an examination through 
the hymen. Abert F’, DE Groat, M.D. 


Burger, P.: Postmenopausal Bleeding and Explora- 
tory Curettage (A propos des hémorrhagies apré 
la ménopause et du curettage explorateur). Gyné 
cologie, 1933, XXXii, 129. 

The author was prompted to make the stud) 
herewith reported by articles published by Faure an: 
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Ducuing in 1930 and 1932 in which the practice of 
diagnostic curettage in cases of postmenopausal 
bleeding was condemned. The reasons given were as 
follows: 

1. Curettage is useless because, in most cases, 
postmenopausal bleeding is readily recognized clini- 
cally as being due to carcinoma. 

2. Even though carefully performed, curettage 
may not include small malignant areas. 

3. Delay pending histological examination of 
curettings is costly. 

4. Perforation of the uterus and uterine infection 
are not uncommon accidents. 

5. Hysterectomy is preferable because, after the 
menopause, the uterus is a useless organ and therefore 
should be removed if it is at all diseased even when 
itis not frankly cancerous. Immediate hysterectomy 
(especially by the vaginal route) provides immediate 
relief and efficient cancer prophylaxis with minimal 
risk. 

From a study of ninety cases of postmenopausal 
bleeding observed over a period of four years Burger 
draws the following conclusions: 

1. Except in cases of cervical carcinoma, malig- 
nancy is not the most common cause of postmeno- 
pausal uterine bleeding. In the cases reviewed the 
incidence of malignancy was only 37.03 per cent as 
compared with the incidence of 61 per cent reported 
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by Ducuing and the incidence of 90 per cent esti- 
mated by Faure. 

2. Even though malignancy was not the most 
common cause in the cases reviewed, every case of 
postmenopausal bleeding should be considered due 
to carcinoma until this condition is ruled out. 

3. Early diagnosis with the aid of exploratory 
curettage followed by appropriate early treatment 
by operation or irradiation is the only means of ob- 
taining good results. 

4. In the majority of cases, exploratory curettage 
is the only means of arriving at an exact diagnosis. 
It is an indispensable aid in gynecological practice, 
and permits the surgeon to proceed with full knowl- 
edge of the condition he is treating. Accidents re- 
sulting from curettage are too rare to necessitate 
abandonment of the procedure. 

5. Of 325 cases of uterine haemorrhage occurring 
during the menopause, carcinoma of the cervix was 
found in only 1.77 per cent and carcinoma of the 
fundus in 3.7 per cent. Carcinoma of the fundus is 
therefore an important factor during, as well as 
before, the menopause. Curettage and histological 
examination of curettings offer the only exact means 
of early diagnosis and will reduce the number of un- 
necessary hysterectomies which are performed 
for benign causes of uterine bleeding. 

Haroip C. Mack, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Young, A. M., and Hawk, G. M.: Primary Ovarian 
Pregnancy. Am. J. Obst. & Gynec., 1933, XXVi, 97- 
Three weeks after her last menstrual period, the 
author’s patient bled vaginally for seven days. She 
was nauseated and had painful breasts. Twenty-two 
days later she experienced excruciating low abdom- 
inal pain which rapidly extended upward across the 
abdomen to the subcostal region. She was nause- 
ated, but did not vomit. On her admission to the 
hospital seven hours later, she showed typical signs 
of an ectopic pregnancy. At operation the right 
ovary and tube were found fixed in the cul-de-sac. 
The ovary contained a large hemorrhagic mass con- 
taining a small fetus. The patient recovered in ten 
days. 

When the ovary was reconstructed it formed a 
roughly spherical mass measuring approximately 5 
by 4 by 4 cm. Along the external surface of the 
mass there was grossly recognizable ovarian tissue 
with a characteristic corpus luteum measuring ap- 
proximately 2! cm. in long diameter. The collar of 
yellow lutein tissue was approximately 4 mm. in 
width. The corpus luteum overlay a mass of reddish- 
brown friable tissue grossly suggesting placenta and 
blood clot, which in part occupied the cavity of the 
corpus luteum. In the central portion of the mass of 
placental tissue there was a fetal sac about 3 cm. in 
diameter which was lined by smooth transparent 
membranes. The fetus was separate from the sac 
and well formed although somewhat macerated. It 
measured 20 mm. from crown to rump and 26 mm. 
full length, these measurements corresponding to 
those of an intra-uterine fetus from fifty to sixty 
days old. 

The microscopic sections, which confirmed the 
diagnosis, disclosed a decidua-like tissue in the ovary. 

Epwarp L. Cornett, M.D. 


Schlossmann, H.: The Exchange of Material 
Between Mother and Fetus Through the 
Placenta (Der Stoffaustausch zwischen Mutter 
und Frucht durch die Placenta). Ergebn. d. Physiol., 
1932, XXXIV, 741. 

The author begins with the old debated question 
as to whether the placenta, which, in the mammal, 
provides for the exchange of material between the 
mother and fetus, acts only as a passive layer of 
separation between the maternal and fetal blood 
or has an active function of some sort which makes 
possible the passage of certain substances from the 
maternal to the fetal blood and vice versa. To 
answer this question, the following subjects are 
discussed: the morphology of the placenta, the ways 
by which material is exchanged between the mother 


and fetus, the metabolism of the placenta, the 
reaction of the blood vessels of the placenta and 
the umbilical cord to stimuli, and the experimenta! 
methods for the investigation of the exchange o! 
material through the placenta. 

With regard to the exchange of material through 
the placenta the author discusses the exchange o! 
gases between mother and fetus, the consumption 
of oxygen by the fetus, the passage of carbohy- 
drates, protein, lipoids, and fat through the placenta, 
and the permeability of the placenta to hormones 
vitamins, salts, and other normal elements of thx 
maternal and fetal blood, and to alien substances. 

The conclusions drawn are as follows: 

There are many substances which pass through 
the placenta from the mother to the fetus and vice 
versa by diffusion or filtration. The passage of no 
single substance through the placenta can be 
explained merely by the assumption of a vital 
function of the chorionic epithelium. The stage of 
development of the placenta influences the exchang« 
of material only as regards the time it requires. It 
is logical to assume that the entire exchange of 
material between the mother and the fetus takes 
place through the placenta as a physical process 
without any vital co-operation on the part of the 
chorionic epithelium. It depends only upon the 
physical conditions whether or not any substance 
can penetrate through the human or mammalian 
placenta. An emphatic stand is taken against 
Hofbauer’s theory of an active co-operation of the vi 
tal powers of the chorionic epithelium in the exchange 
of substances between the mother and fetus. At 
tention is called to the fact that certain substances 
undoubtedly pass from the maternal circulation 
into the fetal circulation by diffusion or filtration. 
For the passage of other substances which cannot be 
explained in this way Hoeber suggests the term 
“physical permeability.”’ According to his theory, 
non-lipoid-soluble substances pass through the pores 
between the individual cells of the membrane while 
lipoid-soluble substances are taken up by th« 
lipoid portions of the cell membrane. For the 
electrolytes as well as for all dissociated substances, 
differences in the electrical charges of the cellula: 
borderlines instead of lipoid solubility and molecular 
size are the important factors. Under certain con- 
ditions these differences may explain even the 
process of the directed permeability, that is, per 
meability in only one direction. Therefore, if 
physical processes, which are based ultimately on 
labile bio-electrostatic conditions of balance or 
displacement, are considered as being produced b) 
vital powers, then, in this sense, the placenta and 
chorionic epithelium, respectively, have vital powers 
also. However, these powers are by no means organ- 
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specific, but are inherent in every cell layer of the 
organism. ROSSENBECK (G). 


Siddall, R. S., and Mack, H. C.: Weight Changes in 
the Last Four Months of Pregnancy. Am. J. 
Obst. & Gynec., 1933, XXVi, 244. 

Weight changes calculated from periodic observa- 
tions during the last four months of pregnancy 
showed many and extreme variations from the 
iverage. Parity and body build (height-weight 
ratio) was of little or questionable influence in the 
causation of these variations. Age had some effect 
younger women gaining more than older women) 
regardless of parity and body build, but failed to 
explain the majority of the deviations from the 
average. 

An excessive gain at some period or periods was 
noted in the majority of cases of late toxemia of 
pregnancy. It occurred before the onset of definite 
signs in two-fifths of the cases of toxwmia, but was 
found to occur with the same frequency also in 
normal pregnancy. 

Therefore, in the relatively small series of cases 
studied, an excessive gain in weight was of question- 
able value in the early recognition of impending 
toxemia. Epwarp L. Cornet, M.D. 


Kiihnel, P.: Placental Chorio-Angioma. 
obst. et gynec. Scand., 1933, xiii, 143. 


Acta. 


In a review of 163 cases of placental chorio- 
angioma collected from the literature the author 
found that the condition occurs once in goo preg- 
nancies. The tumor may be as small as a hazelnut 
or as large as a child’s head, but as a rule it ranges 


in size between that of a walnut and that of a man- 
darin orange. In 87 of the cases reviewed it was on 
the fetal surface of the placenta; in 18, it was mar- 
ginal; in 14, it was embedded in the substance of the 
placenta; in 18, it protruded on the uterine surface; 
and in 18 it was connected with the placenta merely 
by a vascular stem. The location of the tumor and 
the frequency of involvement of the various sites 
are shown in tables. 

Multiple chorio-angiomata in the same placenta 
are rare. 

In the presence of a chorio-angioma the weight 
of the placenta is high. In 15 of the cases reviewed 
it was greater than 1,000 gm. The maximum weight 
on record is 1,850 gm. 

The morphology and histology of chorio-angi- 
omata are discussed. According to the definition 
given by Cohnheim, chorio-angiomata are true tu- 
mors. 

Various problems with regard to the etiology and 
pathogenesis of chorio-angiomata are discussed. In 
this connection the 18 pedunculated chorio-angi- 
omata reviewed are of particular interest as they 
appear to support the theory advanced by Albert in 
1898 that chorio-angiomata originate very early in 
the embryonic stage. 

The age of the woman does not appear to be a 
factor in the appearance of chorio-angiomata. 
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Chorio-angioma is associated with hydramnios so 
often (in 41 of the 163 cases reviewed) as to suggest 
some connection between the two conditions. 

Hydramnios, premature rupture of the mem- 
branes, weakening of the pains, atonic postpartum 
haemorrhage, and, less frequently, retention of a 
pedunculated chorio-angioma in the uterus con- 
siderably increase the risk of morbidity in cases of 
chorio-angioma. 

The prognosis for the child is decidedly less 
favorable in cases of chorio-angioma as one-third 
of the children are stillborn or so premature that 
they die within a few days after birth. 

In conclusion the author reports 8 cases of his 
own. 


Campbell, R. E.: Pregnancy and Labor Compli- 
cated by Myomatous Tumors of the Uterus. 
Am. J. Obst. & Gynec., 1933, XXvi, I. 


The incidence of myoma in 32,870 pregnant 
women was 0.43 per cent (142 tumors). Eighty-two 
of the 142 fibroid tumors, were of sullicient im- 
portance to complicate pregnancy, labor, or the 
puerperium. The tumors were more common in 
colored women than in white women, and in pri- 
mipare than in multipare. They were found most 
frequently in women between the ages of thirty- 
five and forty-five vears. 

Sterility, premature labor, and immature birth 
were closely associated with the complication. 
There is doubtless a relationship between uterine 
myomata tumor and sterility. Immature birth and 
premature labor occurred in 25 ner cent of the cases. 
Mild discomfort was noted during the pregnancy. 
Severe symptoms frequently necessitated obstetrical 
and surgical procedures. Labor was often tedious, 
painful, and prolonged. Early rupture of the 
membranes occurred in 37 per cent of the cases, and 
disturbing hamorrhage in 31 per cent. Adherent 
placenta was found in 8 cases. In 26 cases there 
was poor involution of the uterus. Infections were 
not uncommon. Major surgical operative inter- 
ference was necessary in 31.6 per cent of the cases, 
and obstetrical operative procedures were carried 
out in 14.6 per cent. The total incidence of operative 
procedures was 46.2 per cent. Necrosis was found in 
75.8 per cent of the tumors removed during preg- 
nancy and 7.81 per cent of those removed from non- 
pregnant women. Campbell believes that infection 
is not sufficiently emphasized in the literature as an 
added danger in cases of pregnancy complicated by 
fibroids. 

The gross fetal mortality in the cases reviewed 
was 28 per cent; the gross fetal mortality in cases 
treated surgically, 33 per cent; and the gross 
maternal mortality, 3.65 per cent. 

A better understanding of the obstetrical prin 
ciples involved in the complication of pregnancy by 
fibroid tumors has led to improvement in the treat- 
ment of the condition. In certain cases delivery by 
the surgical operative route, notably cwsarean sec- 
tion or c.sarean section and hysterectomy, is 
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substituted for an attempt at delivery by the vagina. 
A clearer conception of the relative importance of 
necrosis and infection and early recognition and 
proper treatment of both have saved many lives. 
The ability to evaluate and treat less serious, though 
important, complications, such as early rupture of 
the membranes and uterine inertia and subinvolu- 
tion, and the prevention of unnecessary obstetrical 
manipulation have greatly improved the prognosis. 
EpwaArp L. CorneELL, M.D. 


Orley, A.: The Evolution of X-Ray Pelvimetry. Brit. 
J. Radiol., 1933, Vi, 345- 


Orley reviews the eight methods of X-ray pel- 
vimetry which have been used since the first roent- 
genogram of the pelvis was made by Varnier and 
Chappius in 1896. The methods are: the com- 
parative, the teleroentgenographic, the mathemati- 
cal, the stereoscopic, the method based on the 
principles of localization of foreign bodies, Albert’s 
method, the frame method, and the lateral method. 

The mathematical method is simple and accurate, 
but because of the calculation involved has not 
been popular. Albert’s method, in which the plane 
of the pelvic brim is brought parallel with the X-ray 
plate, has a very small possible maximum error. 
Thoms has worked out a modification of the frame 
method and has suggested that the roentgenogram 
be made from the lateral angle. Orley believes 
that this technique will give good results so far as 
the diagonal conjugate is concerned. In Thoms’ 
method the distance between the tip of the fifth 
“umbar vertebra and the X-ray table is measured 
by means of a caliper, the height of the symphysis 
is measured by means of a lump-bob hung from the 
tube, and the pelvis is roentgenographed with the 
patient in a semi-reclinirg position. The patient 
is then removed and a calibrated lead plate is placed 
in the plane of the pelvis as defined by the calipers 
and the plumb bob and a flash exposure is taken. 

Henry S. ACKEN, Jr., M.D. 


Voron, J., and Pigeaud, H.: The Syndrome of 
Severe Albuminuria With Hydrops During 
Pregnancy (Syndrome d’albuminuries 4 forme 
hydropigéne au cours de la gestation). Gynéc. et 
obst., 1933, XXVil, 289. 

In a period of six years the authors observed six 
cases of albuminuria associated with chloride re- 
tention and extensive oedema during pregnancy. 
The blood pressure and the blood nitrogen were al- 
ways normal. The cause could not be determined 
as none of the patients presented evidence of long- 
standing renal damage. In two cases the albuminuria 
recurred during two successive pregnancies. In one 
case, because of repeated abortions, syphilis was 
suspected. In general, however, the syndrome dif- 
fered from the albuminuria and oedema in cases 
of normal pregnancy without evidence of preceding 
renal impairment only in the degree of the al- 
buminuria and oedema. Toxic symptoms charac- 
teristic of pre-eclampsia and eclampsia (headache, 
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vomiting, visual disturbances, and sensory dis 
turbances) were noted in three cases. In one o/{ 
them, severe convulsions occurred ten days prio: 
to delivery. Recovery from these symptoms was 
rapid following delivery, and all of the patients le‘: 
the hospital in good conditions entirely free from 
cedema and with the albuminuria greatly dimin 
ished. 

The authors are of the opinion that the symptom 
of eclampsia are due to chloride retention. Thes: 
symptoms are much less severe in cases withou 
hypertension and increased blood nitrogen than i: 
those with albuminuria associated with hyperte: 
sion. In the cases reviewed delivery occurred pre 
maturely (more than fifteen days before term 
The premature infants were markedly underweight 
but were born alive and left the hospital in goo: 
condition. In two cases in which delivery too! 
place near term, the infants were stillborn, one suc 
cumbing before, and the other during, delivery 
Since four of six infants were born alive, the authors 
conclude that the prognosis for the child is no 
particularly grave in these cases. However, the 
believe that labor should be induced prematurel; 
as prolongation of the pregnancy is a hazard t: 
the fetus. Harorp C. Mack, M.D. 


Kulka, E.: Further Investigations Regarding Bac- 
terizemia During Normal Pregnancy and Earl; 
in the Afebrile Puerperium (Weitere Unte: 
suchungen zur Frage der Bakteriaemie waehrend di 
normalen Geburt und im afebrilen Fruehwochen 
bett). Arch. f. Gynaek., 1932, clii, 152. 

The author previously reported that bacteria can 
be demonstrated in the blood stream in about 1° 
per cent of cases of normal afebrile delivery. Re 
cently he repeated the experiments, making culture: 
of the maternal blood and of blood from the umbilica! 
cord in sixty-two unselected cases. Bouillon ani! 
blood-agar plates were used. On the second day thi 
bouillon cultures were replanted and the organism- 
found were differentiated. 

Control media similarly incubated and culture: 
made on the third day after delivery remaine:! 
sterile. The blood of the mother was positive in 
thirty-one (50 per cent), and the blood of the infant 
was positive in twenty-seven (43.5 per cent), of th« 
cases. The organisms found in both bloods were 
hemolytic and non-hemolytic streptococci, colon 
bacilli, Gram-positive diplococci, and some unidenti 
fied bacilli. E. Parttre (G). 


LABOR AND ITS COMPLICATIONS 


Léon, J., and Diradourian, J.: The Action of In- 
jections of Quinine on the Uterus During 
Labor (Accién de las inyecciones de quinina sobr: 
el fitero en trabajo). Semana méd., 1933, xl, 1503 


The authors review the conflicting opinions on 
the oxytocic action of quinine and report a clinica! 
experimental study by the method of externa! 
hysterography. Sixteen women (primipare and 
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multipare) from eighteen to forty years of age 
were given quinine sulphate or hydrochloride 
intramuscularly. The total amount of the drug 
never exceeded 0.75 gm. Kymographic records were 
made before and for a variable period after the 
injection. In some cases they were made until the 
placenta was expelled. The cases iucluded normal 
labors, premature rupture of the membranes, 
primary and secondary inertia, irregular rhythm, 
and marked oscillation of the uterine tonus. Cases 
of decided hypertonicity were excluded. The his- 
tories are reported in detail and in tabular form, 
and the tracing in each case is presented. 

The results show that, on the whole, quinine has 
only an insignificant influence on the dynamics of 
the uterine body. In some cases there was a slight 
increase in the intensity, frequency, and regularity 
of the contractions, but in other cases no effect was 
apparent. The graphs did not show the descent of 
the abscissa which is considered by some French 
obstetricians characteristic of the effect of quinine. 

On the other hand, in more than half of the cases 
the quinine caused the cervix to dilate with con- 
siderable rapidity, as if it had an antispasmodic 
action. When dilatation was progressing very 
slowly it proceeded quickly after the injection. 

The results agreed with the recognized incon- 
stancy of the action of the drug and the general 
opinion that it is efficacious only when labor is 
somewhat advanced. When the contractions were 
particularly irregular and the oscillations of tonus 
were accentuated, the quinine was almost always 
ineffective or disturbed the dynamics even more and 
affected the fetus unfavorably. During the expul- 
sive period, pituitary preparations are far superior. 
In the third stage, the quinine caused poor contrac- 
tion of the uterus with relative frequency. These 
experiments do not authorize the use of the drug in 
hyposystole with accentuated hypertonicity; we 
have other much more adequate resources for this 
condition. 

In summarizing their report the authors state that 
quinine is indicated during dilatation in cases of 
relative or absolute insufficiency and in dynamic 
anomalies characterized by slight spasm of the 
cervix. The investigation reported demonstrated 
once more the value of the graphic method in the 
study of uterine dynamics with special reference to 
the action of drugs. 

The article has a comprehensive bibliography. 

Mary Exizapetn Morse, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 
Rivett, L. C., Williams, L., Colebrook, L., and Fry, 
R. M.: Puerperal Fever. A Report upon 533 
Cases Received at the Isolation Block of Queen 
Charlotte’s Hospital. Proc. Roy. Soc. Med., 
Lond., 1933, XXVi, 1161. 


The cases of puerperal fever reviewed by the 
authors included cases registered in the in-patient 
and out-patient services, emergency cases, and cases 
sent in after delivery. The incidence of serious in- 


fection was higher among the registered patients 
delivered at home than among patients of the same 
class delivered in the hospital. Nearly 50 per cent 
of the patients admitted to the hospital had had 
normal deliveries. The mortality in this group was 
just under the average for the whole series. 

The authors believe that puerperal sepsis orig- 
inates as a local wound sepsis, and that early diag- 
nosis of the site of the local sepsis and careful bac- 
teriological study will considerably reduce the 
mortality. When the lesion can be confined to one 
locality there is no mortality, but when the infection 
spreads to the peritoneum or blood stream (either 
as septicemia or thrombophlebitis) the mortality is 
very high. However, in many cases peritonitis or 
thrombophlebitis may be present without causing 
clinical symptoms which may be considered patho- 
gnomonic. Thrombophlebitis seems to be associated 
particularly with an anaérobic streptococcal infec- 
tion. The mortality of septicemia varies with the 
organism present. It is highest, 86 per cent, when 
the septicemia is due to the streptococcus, and 
lowest, 20 per cent, when the septicamia is due to 
the colon bacillus. The authors believe that in most 
instances septicemia is secondary to peritonitis or 
thrombophlebitis, and that constant re-infection 
from such a source nullifies the use of blood-stream 
antiseptics. 

As treatment for peritonitis, they advocate very 
early drainage following a diagnosis made by exam- 
ination of peritoneal exudate obtained through a 
small abdominal incision. 

Henry S. ACKEN, Jr., M.D. 


Colebrook, L., and Hare, R.: The Anaérobic Strep- 
tococci Associated with Puerperal Fever. J. 
Obst. & Gynec. Brit. Emp., 1933, xl, 609. 

The authors studied a large number of anaérobic 
streptococci isolated from the uterus and the blood 
of women with puerperal sepsis. Their method of 
culturing, which is described in detail, obtained 
strictly anaérobic streptococci from the blood of 
forty women and pyogenic streptococci from the 
blood of sixty-two women. 

Bacteriological and serological studies showed 
that two types of anaérobic streptococci or one type 
of anaérobic streptococci and dther organisms were 
frequently present at the same time in the circulating 
blood. Streptococcus pyogenes was seldom asso- 
ciated with anaérobic streptococci in these multiple 
blood infections. 

When the alkali reserve of the serum was abolished 
or reduced, or when the antitryptic power of the 
serum was neutralized, the anaérobic streptococci 
grew luxuriantly. 

After the third day of the puerperium the serous 
lochia showed a markedly reduced alkali reserve or 
an actual acidity and a loss of antitryptic power. 
These changes allowed luxurious growth of the 
anaérobic streptococcus. The acidosis in the tissues 
which favors bacterial growth may be explained by 
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the ischemia of the uterine wall occurring during the 
first week of the puerperium. 

On the basis of colonial characteristics, four chief 
types of anaérobic streptococci were identified. Two 
types occurred frequently and two infrequently. 
Biochemical and serological tests were of no value in 
differentiating the anaérobic streptococci, but the 
authors believe there were probably a number of 
serologically distinct types. A. F. Lasu, M.D. 


Oldfield, C., and Pyrah, L. N.: Observations on the 
Pathology, Diagnosis, and Treatment of Puer- 
peral General Peritonitis. Proc. Roy. Soc. Med., 
Lond., 1933, XXVi, 1175. 

The authors review a series of thirty-six cases of 
peritonitis following puerperal fever. Twenty-five of 
the women died and eleven recovered. All but seven 
were operated upon. Those not operated upon were 
moribund when they entered the hospital. The oper- 
ation consisted of drainage through a large incision 
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in the abdominal wall with, in a few instances, sup 
plementary drainage through the cul-de-sac. Peri 
tonitis occurred more frequently after labor than after 
abortion. 

When the peritonitis develops during the first 
four days after labor the infection is severe and 
usually fatal. When it develops later there is hope of 
localization and consequently a good result. 

The physical signs may be comparatively slight 
except for gradual deterioration of the general con- 
dition. No symptom can be considered pathog- 
nomonic. 

The authors regard early drainage of the perito- 
neal cavity as an important factor in the cure of the 
disease. They do not advise hysterectomy. They 
state that local foci of infection in the pelvis should 
be packed off and then incised for evacuation of the 
pus. They believe that puerperal peritonitis is more 
often a local disease than a terminal condition in 
septicemia. Henry S. ACKEN, Jr., M.D. 























ADRENAL, KIDNEY, AND URETER 
Luccioni, F.: A Study of the Combined Approaches 
in Wounds and Contusions of the Spleen and 
Left Kidney (Etude des voies d’abord combinées 
dans les plaies et dans les contusions de la rate et du 
rein gauche). Arch. d. mal. d. reins et d. organes 
génilo-urinaires, 1933, Vii, 307. 

The combination of severe injuries of the spleen 
and left kidney is extremely serious, the mortality 
ranging from 50 to 71 per cent. The signs of splenic 
lacerations are variable. Most important are the 
evidences of shock and blood loss. Added to these 
are tenderness and spasm of the abdominal wall and 
fullness or dullness in the left flank from the collec- 
tion of blood therein. Injuries of the kidneys are 
generally manifested by the early appearance of 
hematuria. Combined injuries of the spleen and 
left kidney may be associated with injuries of other 
viscera. 

In the approach to a combined injury to the 
spleen and left kidney the incision should be simple 
but must give adequate room for exploration and 
so placed that it may be easily extended if neces- 
sary. The nerve supply and muscles of the abdomi- 
nal wall should be spared as much as possible. A 
median abdominal incision conserves the nerves of 
the abdominal wall to the greatest extent and per- 
mits easy exploration of the abdomen. If its lower 
end is prolonged laterally or toward the tenth rib, 
it gives a very adequate approach which will permit 
operative procedures on the spleen, kidney, colon, 
stomach, and diaphragm. When the damage ap- 
pears definitely limited to the spleen and kidney, 
a dorsolumbar incision provides adequate exposure 
with maximal conservation of the muscular struc- 
tures. 

If the spleen is lacerated and contused, its removal 
is the only justifiable procedure, but injury to the 
kidney should always be treated conservatively. 
Renal lacerations may be sutured or a heminephrec- 
tomy may be performed. As a rule it is necessary to 
drain the kidney pouch. 

In combined injuries of the spleen and left kidney 
operation is always necessary. The mortality of 
expectant treatment approaches 1oo per cent. 

Joun W. Epton, M.D. 


Bonaccorsi, A.: Hydronephrosis and Lithiasis in a 
Pelvic Ectopic Kidney With Pelvi-Ureteral Mal- 
formation (Idronefrosi e litiasi in rene ectopico 
pelvico, con malformazione pielo-ureterica). Policlin., 
Rome, 1933, xl, sez. chir. 245. 


The case reported was that of a girl thirteen years 
of age who, five years previously, began to complain 
of pain of a colicky character in the lower part of the 
abdomen on the left side and passed blood in the 
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stools. Roentgen examination revealed a redundant 
sigmoid, a diffuse spasm in the descending colon, 
and a small oval shadow behind the sigmoid which 
was interpreted as a nucleus of ossification in the 
sacrum. A few months later another X-ray exami- 
nation led to a diagnosis of vesical calculus. At 
operation, the bladder was found completely normal. 
When the patient was first seen by the author the 
attacks of pain were more severe than before, and 
deep palpation disclosed pain in the left iliac fossa. 
The kidney regions showed nothing abnormal. The 
urine contained only a few leucocytes. X-ray exami- 
nation supplemented by cystoscopy, chromocystos- 
copy, and descending urography led to a diagnosis of 
pelvic ectopic kidney with a ureteral calculus and 
marked angulation of the ureter. The left kidney 
was removed through an iliac inguinal incision. 
Section of the kidney revealed a hydronephrosis 
which was probably secondary to disturbances of 
the circulation due to the anomalous blood supply of 
the kidney and obstruction from the kinking of the 
ureter. EUGENE T. Leppy, M.D. 


Pfeiffer, A.: Pyelonephritic Contracted Kidney 
(Ueber die pyelonephritische Schrumpiniere). Zéschr. 
f. urol. Chir., 1932, XXxvi, 53. 

The author states that the pyelonephritic con 
tracted kidney has received very little consideration 
in the past, even in the larger textbooks. He 
endeavors first to answer the question as to the role 
it plays in comparison with other types of con- 
tracted kidney, and whether it occurs more or less 
frequently than the other types. Of 970 autopsies 
performed during the year 1930, he found arterioscle- 
rotic contracted kidneys in 27 (2.78 per cent) and 
pyelonephritic contracted kidneys in 18 (1.85 per 
cent). His conclusions are based on these 18 cases, 
5 specimens sent to him, and 5 cases reported by 
Staemmler and Dopheide. 

Of the first 23 cases cited, 17 were those of women 
and 6 those of men. The ratio of women to men was 
therefore about 3:1. Eleven of these cases were 
unilateral and 12 were bilateral. In 9 cases the 
pyelonephritic contracted kidney was the direct 
cause of death or was responsible for death indirectly 
as the result of apoplexy, sepsis, or some other 
complication. In 3 cases it was a definite cause of 
illness, but was not the cause of death. In 8 cases 
it produced no symptoms. 

The author reviews the pathological anatomy and 
microscopic findings in cases of pyelonephritic con- 
tracted kidney with the aid of case histories and 
photomicrographs. 

Acharacteristic change in this condition is dilatation 
of the renal pelvis. However, this is never sufficient 
to cause atrophy of the kidney tissue. Nearly every 
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pyelonephritic contracted kidney has a different 
external as well as internal appearance. With 
regard to the findings of microscopic examination, 
Pfeiffer says that while he recognizes the 4 stages 
described by Staemmler and Dopheide, considerable 
overlapping occurs. 

The clinical findings are discussed in detail. The 
author states that as the picture presented is always 
that of a far-advanced condition conclusions as to 
its cause require great caution. He believes that 
pyelonephritic contracted kidney is probably due 
to an ascending process such as has been assumed 
with certainty to be responsible for contracted 
kidney with stone formation. JANSSEN (Z). 


Wolgensinger: Masked Renal Tuberculosis and 
False Renal Tuberculosis (Bacillose  rénale 
masquée et fausse bacillose rénale). J. d’urol. méd. 
et chir., 1933, XXxv, 289. 

Two unusual conditions are described in detail: 
(1) renal tuberculosis masked by pyelonephritis and 
cystitis which may be evidenced by an enterorenal 
syndrome, and (2) ordinary pyelonephritis which 
presents the symptoms and the cystoscopic findings 
of renal tuberculosis. 

Two illustrative cases of the first condition are 
reported. The disease begins as an ordinary 
pyelonephritis with pyuria and dysuria. The 
cystoscopic findings are variable, but do not suggest 
a specific cause. Cultures are positive for colon 
bacilli. The condition is usually diagnosed first as 
pyelonephritis and treated accordingly. Failure of 
this treatment leads to a revision of the diagnosis and 
a search for factors which might maintain the infec- 
tion. The elimination of such possible causes as 
prostatic hypertrophy, diverticula, calculi, and 
tumor finally leads to the suspicion of latent tuber- 
culosis. The separate examination of the functional 
capacity of the kidneys is of especial aid because 
tuberculosis causes a relatively greater depression of 
function, considering the extent of the lesions, than 
any other disease. 

Of the second condition described, four illustrative 
cases are reported. This condition is characterized 
by an enterorenal syndrome which begins insidiously 
and is associated with ulcers of the bladder closely 
resembling tuberculous ulcers. The causative organ- 
ism is usually the enterococcus. The absence of 
definite intestinal symptoms, the remissions and 
exacerbations, the change in the general health, 
and the intolerance of the bladder to silver nitrate 
lead to a fruitless search for the tubercle bacillus. 
A general urological examination may reveal the 
source of the trouble. In one case, dilatation of the 
ureters and renal pelves was found. Often, how- 
ever, the possibility of tuberculosis cannot be 
eliminated. When no treatment or improper treat- 
ment is given, the disease may persist for months 
or years. In two of the author’s cases its dura- 
tion was four years. Rather characteristic is its 
amenability to proper treatment, namely, treat- 
ment of the enterorenal syndrome. This varies in 





different cases. The definite demonstration of the 
enterococcus in the urine is of great diagnostic aid 
because this organism alone is capable of producing 
lesions which simulate those of tuberculosis. 
AvBert F, De Groat, M.D. 


Cirio, G.: Multiple Angiomata of the Bladder and 
Kidney (Angiomi mu tipli della vescica e del rene). 
Riforma med., 1933, xlix, 598. 

A man twenty-three years of age came for exami- 
nation on account of repeated hematuria. General 
physical examination disclosed a cavernous angioma 
the size of a bean on the external border of the right 
ear, and cystoscopic examination disclosed a similar 
angioma the size of a strawberry on the left wall of 
the bladder. Destruction of the tumors by electro 
coagulation was followed by uneventful recovery. 
Three months later the patient reported that he 
again had copious hematuria. As no cause could be 
found, he was discharged with instructions to return 
if the bleeding recurred. A month later he returned 
with very severe hematuria which necessitated a 
blood transfusion. Cystoscopic examination showed 
that the blood was coming from the right kidney. 
Pyelography revealed a tumor extending from the 
kidney into the pelvis. On the basis of the history, 
this was assumed to be an angioma. Examination of 
the kidney after its removal showed an angioma on 
the external surface of the organ near the right pole 
in addition to the angioma in the pelvis. The patient 
recovered and was still well six months after the 
operation. 

Very few cases of angioma of the bladder or the 
kidneys have been reported, and the author knows 
of no other case of angiomata occurring in both the 
bladder and a kidney. He believes that so-called 
idiopathic hematuria is sometimes due to an 
angioma. 

For small angiomata of the bladder the best 
treatment is electrocoagulation, and for larger ones, 
surgical removal or excision or resection of the blad 
der. For angiomata of the kidneys, the best treat- 
ment is nephrectomy as the organ may contain more 
tumors than is apparent. The diagnosis of angioma 
of the kidney is extremely difficult unless the tumor 
communicates with the pelvis and causes hematuria. 

AupREy Goss Morcan, M.D. 


Jorns, G.: The Demonstration of Adrenal Lipase 
in Hypernephroid Tumors (Nachweis von Ne 
bennierenlipase bei hypernephroiden Geschwuel 
sten). Arch. f. klin. Chir., 1933, clxxii, 781. 

In disease of a given organ the presence of the 
fat-splitting ferment of that organ can be demon- 
strated in the serum by the stalagmometric method. 
Differentiation of the numerous organic lipases is 
possible because of their sensitivity or resistance to 
different toxins. A functional test for disease of 
the adrenals similar to that for diseases of the pan 
creas is based on the demonstration of a specific 
adrenal lipase in the blood. The fat-splitting 
ferment of the adrenals is very sensitive to atoxy] 











and chloral hydrate but completely resistant to 
strychnine, quinine, and cocaine. The demonstra- 
tion in the serum of a lipase which is sensitive to 
chloral indicates the presence of an adrenal lipase 
foreign to the blood. The amount of serum used for 
a single test is 3 c. cm. 

In a case of fibrocaseous tuberculosis of both 
adrenals which was proved at autopsy and in which 
there was complete destruction of the cortex and 
medulla with signs of Addison’s disease during life, 
the author was able to demonstrate definitely the 
presence of a blood-foreign chloral-sensitive lipase 
in the serum. Later he conceived the idea of extend- 
ing the test to cases of renal tumors, since the 
majority of renal tumors in adults have their origin 
in displaced adrenal cells. He carried out the test in 
sixteen cases of malignant renal tumors, two of 
which were cases of recurrence. In nine, the his- 
tological diagnosis of the tumor was confirmed. In 
fifty-five control cases of various diseases, including 
other renal conditions, no chloral-sensitive lipase 
could be demonstrated in the serum. Tests for the 
presence of an adrenal lipase were made also on 
extracts from the operatively removed renal tumors. 
Of the nine cases cited, the histories of which are 
presented briefly, a chloral-sensitive fat-splitting 
ferment was found in five. The extracts from 
hypernephroid tumors also contained an adrenal 
lipase. The four cases in which the lipase could 
not be demonstrated in the serum were cases of 
sarcoma, malignant hypernephroma, carcinoma, 
and hypernephroma recurrence respectively. The 
extract from the hypernephroma showed the lipase. 
Of seven cases of hypernephroid tumors, the lipase 
test was positive in five and negative in two, but the 
tests of the extracts were positive in all. In addition 
to the chloral-sensitive lipase, the extracts of tumors 
often contained a lipase which was resistant to 
atoxyl. Of the seven cases not operated upon, in 
which a clinical diagnosis of malignant renal tumor 
was made but histological examination was im- 
possible, the adrenal lipase was demonstrated in 
live. 

The test is of significance not only when it is 
positive but also when it is negative. In summariz- 
ing, the author says that in the majority of cases in 
which the presence of a hypernephroid tumor is 
demonstrated histologically or is assumed with con- 
siderable certainty the serum contains the specific 
adrenal lipase. This lipase is present also in the 
extracts of the operatively removed tumors, but is 
absent from the serum in cases of renal sarcoma or 
carcinoma. It seems justifiable to conclude that the 
adrenal ferment is present in the serum only in cases 
of hypernephroid tumors and that it comes from the 
tumor itself. Accordingly, a functional diagnosis of 
this type of tumor is possible. By such a test will it 
be possible to make an early diagnosis of tumors 
which become manifested clinically so late. How- 
ever, a positive demonstration is to be expected 
only in cases of the so-called Grawitz tumor. 

STREISSLER (Z). 
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BLADDER, URETHRA, AND PENIS 


Pierson, L. E., and Nervig, I. E.: The Formation of 
Bone in Cystotomy Scars. J. U’rol., 1933, xxx, 83. 
The authors report a case of bone formation in a 
cystotomy scar and cite fifteen cases previously re- 
ported. In their own case two dense bean-sized 
masses were found in the scar two months after a 
cystotomy for bladder drainage. Microscopic exam- 
ination revealed fibrous connective tissue containing 
spicules of developing bone. Osteoblasts were found 
gradually invading the connective tissue and de- 
positing bone which in turn enveloped the cells to 
form characteristic canaliculi. 

The authors conclude that although many theo- 
ries have been advanced with regard to the origin 
of this bone formation, the process is not yet 
understood. Frank M. Cocnems, M.D. 


Nicolini, R. C.: Cancer of the Penis (Cancer del 
pene). Semana méd., 1933, xl, 1590. 

While cancer of the penis is not common, it is far 
from being a rarity. If the diagnosis is made early 
radical operation may sometimes be avoided. 

The condition is most common in the fifth decade 
of life, but occasionally it occurs in young men and 
sometimes even in boys. The literature records a 
case in which it occurred in a boy two years old. 
The author’s youngest patient was twenty-two years 
of age. 

The local predisposing cause may be traumatic or 
inflammatory or the degeneration of a benign lesion. 
The condition may develop from warts, from scars 
left by venereal sores, and in association with ure- 
thral fistule or chronic balanitis. Phimosis is an 
important predisposing cause since the associated 
retention of smegma and urine favors the develop- 
ment of balanitis, vegetations, and fissures of the 
foreskin. It is claimed that the circumcised Jew is 
exempt from cancer of the penis. The possibility of 
inoculation from the uterine cervix has been sug- 
gested, but if this occurs it is evidently extremely 
rare. 

In most cases the condition begins as a wart on 
the glans or the inner surface of the prepuce. More 
rarely, it appears first as an indolent ulcer, a sub 
cutaneous nodule or pimple, or a patch of leuko 
plakia. Regardless of its origin, it gradually assumes 
a definitely cancerous appearance. As the ulcer ad- 
vances it involves all tissues in its path. It has a 
thin foctid discharge and becomes deep and irregu- 
lar. Its edges become hard and everted. At the 
same time the exuberant warty growth progresses. 
Predominance of the ulcer or warty growth deter- 
mines whether clinically the lesion is warty or ulcera- 
tive. The inguinal glands enlarge and become in- 
volved by the pyogenic process as well as by the 
cancerous process so that they are matted together 
and may even suppurate and produce an epithe 
liomatous ulcer in the groin. 

The lesions which mav be confused with cancer 
of the penis are warts, chancre, tuberculous ulcers, 
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and chronic ulcers from balanoposthitis. All 
growths or ulcers that prove intractable should be 
regarded with suspicion. Immediate biopsy should 
be performed on such lesions, and when the micro- 
scopic examination confirms the suspicion proper 
treatment should be instituted at once. 

The treatment indicated in the majority of the 
cases is radical amputation with removal of all 
lymph nodes and followed by radium or deep X-ray 
therapy. The operative work should be done with 
the electrical cautery knife instead of the scalpel. 
In all but very early cases the lymphatics should 
be very widely removed as recurrences develop 
more frequently in the lymphatics than elsewhere. 
In certain cases, depending on the extent of the 
neoplasm and its histological structure, radium irra- 
diation may be employed more advantageously 
than surgery. When the destruction is not far 
advanced, portions of the penis may be preserved. 
In early cases, diathermic coagulation has also been 
employed with successful results. 

Witiram R. Meeker, M.D. 


GENITAL ORGANS 


Abeshouse, B. S.: Infarct of the Prostate. /. U’rol., 
1933, XXX, 97. 


Abeshouse reports three cases of infarct of the 
prostate. At the time of operation all three were 
considered to be typical cases of benign adenoma of 
the prostate. 

In a careful review of the literature of the past 
thirty years Abeshouse was unable to find any 
references to infarction of the prostate. He states 
that the mechanism of production of the condition 
is not known. As causes he suggests infection pri- 
mary in the bladder, prostate, or prostatic urethra 
or secondary to instrumentation or preliminary 
catheter drainage; circulatory disturbances in the 
perineal or prostatic region secondary to a general 
vascular disease; and the pressure of the catheter on 
the walls of the prostatic urethra. 

The diagnosis may be easy when the infarct 
presents the characteristic zonal arrangements, but 
at times the differentiation of the condition from 
early carcinoma, abscess, and haemorrhagic extrav- 
asation may be difficult. Frank M. Cocuems, M.D. 


Hammond, T. E.: Cancer of the Prostate: Its 
Diagnosis and Treatment. Bril. J. Urol., 1933, 
Vv; Cer. 


Hammond states that in Britain many surgeons 
with special experience in urinary surgery are of 
the opinion that in cancer of the prostate no other 
operation than cystostomy is advisable. This theory 
is based on the following considerations: 

1. The patient must live. 

2. Life must be worth living. 

3. The expectation of life must justify the in- 
convenience that follows the operation. 

Radical enucleation and radium and X-ray irra- 
diation are discussed. From his observations Ham- 
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mond concludes that these methods together with 
the punch operation are less beneficial than cystos- 
tomy. 

Hammond divides carcinomata of the prostate 
into: (1) the acute fulminating type, (2) the dis- 
seminating type, and (3) the scirrhous type. He 
cites two cases which show how slow the growth of 
the cancer may be. He believes that the term 
“precancerous”? has no meaning. He discusses the 
operative treatment and the general postoperative 
care of cases of cancer of the prostate. 

Donacp K. Hrsss, M.D 


Young, H. H.: The Ultimate Results in the Treat- 
ment of Carcinoma of the Prostate by Radical 
Removal of the Prostate, Vesical Neck, and 
Seminal Vesicles. J. Urol., 1933, xxix, 531. 


Young discusses some of the gross characteristics 
of carcinoma of the prostate, describes his technique 
for radical prostatectomy, and gives tables showing 
in particular the results obtained from one to 
seventeen years after the operation in forty-two 
cases. 

Carcinoma of the prostate generally begins as a 
palpable nodule just beneath the posterior capsule, 
whereas hypertrophy of the prostate almost never 
begins in this region. The two conditions may be 
associated. Later, carcinoma spreads in all direc- 
tions. 

Young reports a case in which he made a diagnosis 
of carcinoma of the prostate in 1905 and it appeared 
that a radical operation could be carried out without 
much difficulty. From pathological studies he 
had learned that in such an operation it is necessary 
to cut the prostate off from the membranous urethra 
and remove it with its capsule, a portion of the vesi- 
cal neck, most of the trigone, and all of the seminal 
vesicles and ampulla. In the case cited the anasto- 
mosis between the wide-open bladder and the stump 
of the membranous urethra was not difficult, and 
an excellent result was obtained. Similar good 
results were obtained also in other cases treated in 
the same way. However, after the operation the 
patients were incontinent when on their feet al 
though not incontinent at night. As Young had 
preserved the external sphincter, the incontinence 
was difficult to explain. In an anatomical study he 
observed that the pelvic fascia which reaches the 
prostate on either side splits to form the anterior 
layer of Denonvillier’s fascia and the anterior pro- 
static fascia. He concluded that the vessels and 
nerves above the latter layer should be carefully 
guarded. Therefore, in his next case, he was careful 
to preserve the anterior prostatic fascia and to free 
the prostate from beneath it, thus avoiding injury 
of vessels and nerves. 

The radical operation he now performs is begun 
with an inverted “V” incision and exposure of the 
prostate through the membranous urethra. The 
tractor is then introduced, the posterior surface of 
the prostate exposed, and the urethra divided 
transversely. Next, the prostate is isolated from be 
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neath the anterior transverse fascia, the bladder ex- 
posed near the prostate, and the cuff of bladder re- 
sected with transverse division of the trigone 1 cm. 
below the urethral orifice. The bladder is then care- 
fully pushed up and the ampulla and vesicles are 
isolated, clamped, divided, and ligated high up. 
The deep pedicle of the seminal vesicles is ligated 
and all serious bleeding stopped. The bladder is 
then easily anastomosed to the membranous ure- 
thra, a portion of the anterior bladder wall being 
used and the remainder being closed longitudinally. 
A retention urethral catheter is introduced for drain- 
age and the angles of the wound are lightly packed 
with iodoform gauze. 

Young believes that a radical operation should be 
done in all operable cases in which the diagnosis is 
certain, and that when any doubt as to the presence 
of malignancy arises at operation a portion of the 
suspicious nodule should be excised for frozen-section 
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examination before the prostatectomy is completed. 

Since the described change in his technique, most of 

his patients have had normal urinary control. 
CLAupE D. Hotmes, M.D. 


Roche, A. E.: Growths of the Testicle. 


Proc. Roy. 
Soc. Med., Lond., 1933, xxvi, 1063. 


The author reports three cases of tumor of the 
testicle. From a review of the literature he con- 
cludes that incomplete descent of the testicle defi- 
nitely predisposes to testicular neoplasms. He states 
that while trauma may initiate the formation of a 
tumor of the testicle this is difficult to prove. How- 
ever, trauma probably accelerates the growth of a 
tumor or leads to its discovery by palpation. Pre- 
vious or associated inflammation is coincidental. In 
the treatment of testicular tumors orchidectomy 
plus irradiation is preferable to radical operation. 

Dona.p K. Hrsss, M.D. 











CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Rolleston, Sir H., Gordon, R. G., Willoughby, 
W. G., Le Fleming, E. K., and Others: The 
Causation and Treatment of Arthritis and 
Allied Conditions. Report of the B.M.A. Com- 
mittee. Brit. M. J., 1933, i, 1032. 


This is the report of the Committee appointed in 
1931 by the Council of the British Medical Associa- 
tion to correlate the present knowledge of chronic 
arthritis and allied conditions, report on the methods 
of treatment, suggest future research work, and 
indicate the best method of keeping the medical 
profession informed of progress in this field. 

The following clinical grouping was adopted: 

1. Rheumatoid arthritis, known also as “chronic 
polyarthritis,’ ‘‘atrophic arthritis,’ and 
‘proliferative arthritis.” 

a. Primary, in which the cause is unknown. 

b. Secondary, which is associated with focal 
or general infection. 

2. Chronic villous arthritis, which occurs mainly 
in women at or near the menopause. 

3. Osteo-arthritis, known also as “hypertrophic 
arthritis” and “degenerative arthritis.” 

a. Primary, with no definite association with 
infection. 

b. Secondary, associated with infection. 

4. Spondylitis. 

a. Ankylopoietica. Arthritis of spinal joints 
with bony ankylosis spreading centri- 
fugally to adjacent large joints. 

b. Osteo-arthritica. Arthritis of the spine 
(the laborer’s spine). 

5. Fibrositis. 

a. Intramuscular and fascial. 

b. Periarticular. 

c. Bursal and tenosynovial. 

d. Subcutaneous (panniculitis). 

e. Perineuritic. 

Primary rheumatoid arthritis occurs particularly 
during the child-bearing period in women who follow 
indoor occupations. The arthritic manifestations 
begin in the small joints of the hands, which de- 
velop a characteristic fusiform shape without much 
evidence of active inflammation. Muscular wasting 
may be extreme. In time, many joints become af- 
fected. The progress of the condition is slow and 
centripetal, and shows bilateral symmetry. The gen- 
eral health declines. Foci of infection are not always 
found, and their removal is not always followed by 
improvement. 

Secondary rheumatoid arthritis may have an 
acute febrile onset resembling rheumatic fever or a 
subacute onset which is often followed by periods of 
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activity and remission. The condition is polyar- 
ticular, tends to be symmetrical, and attacks both 
large and small joints. It is usually associated with 
discoverable septic foci. It occurs with about equal 
frequency in males and females, and is most common 
between the ages of twenty and forty years. It 
resembles a true inflammatory process, and removal 
of foci of infection gives better results than in the 
primary type. 

Chronic villous arthritis attacks women at the 
menopause—usually stout, florid women with such 
conditions as flat-foot and varicose veins. It 
affects chiefly the knees. It is characterized by 
gradually increasing stifiness and pain with slight 
swelling and a palpable or audible fine uniform 
crepitation. Frequently there is an associated hypo- 
thyroidism. Under proper treatment the prognosis is 
favorable. 

Osteo-arthritis is characterized by primary degen- 
erative changes in the articular cartilages followed 
by bony overgrowth in the neighborhood of the 
joints, mainly the larger joints. It occurs in middle 
or old age, and begins with a stiffness which ceases 
on movement. Morbus cox senilis is an example 
of primary osteo-arthritis. The prognosis is governed 
by the cause, the joint affected, and the state of the 
cartilages when treatment is instituted. In the dis- 
cussion of the treatment the Committee recommends 
regulation of the diet for obesity, arteriosclerosis, or 
gout, and the administration of thyroid extract, 
iodine, and anodynes. Hydrotherapy, diathermy, 
massage, and other methods of physical therapy are 
often helpful. Orthopedic measures such as proper 
splinting and the correction of static deformities 
are indicated. Morbus coxz senilis under the age o' 
fifty years should be treated surgically. 

Spondylitis ankylopoietica occurs much more fre 
quently in males than in females, and is most com- 
mon between the ages of twenty and fifty years. The 
fall in the sedimentation rate of the erythrocytes 
indicates that it is due to an infectious focus. 
Osteoporosis of the vertebra and pelvic bones is 
followed by ossification of the ligaments. The onset 
is gradual. Ankylosis occurs especially between the 
articular processes of adjacent vertebra, and de 
formities, particularly kyphosis, are frequent. Treat- 
ment should be begun early. It should include the 
removal of foci of infection, the maintenance of 
proper position and mobility of the back, and im- 
provement of the general health. 

Osteo-arthritis of the spine is essentially similar to 
osteo-arthritis in other parts of the body. It is most 
common between the ages of forty and seventy 
years and occurs more frequently in males than in 
females. The sedimentation rate of the erythrocytes 
is high. Roentgenograms show lipping and exos- 














toses, but the condition does not progress to an- 
kylosis or marked deformity. 

Fibrositis is defined as an inflammation of the 
connective tissues of the body. 

In the discussion of the etiology of arthritis, the 
Committee calls attention to the usual foci of infec- 
tion and states that there may be a general infection 
of the pharyngeal and nasal mucous membranes in 
the absence of local infection in the tonsils and nasal 
sinuses. It reserves judgment regarding the reports 
of American observers who claim to have isolated 
streptococci in cultures of the blood of arthritics, 
and recommends further work with regard to this 
problem. Attention is called to the fact that im- 
balance of endocrine glands, especially the thyroid, 
is frequent and of importance in arthritis. 

The morbid anatomy in the main types of ar- 
thritis is discussed. 

In the discussion of the biochemistry of arthritis 
the report states that the blood sedimentation test is 
of particular value in the differentiation of rheumatoid 
arthritis from the primary form of osteo-arthritis, 
which is usually monarticular. Rheumatoid arthri- 
tis is generally associated with a glucose intolerance 
which is probably due to a metabolic disturbance in 
the tissues rather than in the pancreas. Calcium, 
magnesium, and phosphorus studies and studies of 
the urine, sweat, and gastric juice in arthritis have 
been of little aid. 

The Committee believes that radiology may be 
expected to increase in value in the differential 
diagnosis of chronic arthritis, but discusses it chiefly 
with regard to osteo-arthritis of the hip and spine. 

The differential diagnosis of the various types of 
arthritis is discussed at length and summarized in 
three tables. 

The discussion of the treatment deals with prophy- 
laxis, vaccines, drugs, endocrine preparations, diet, 
physical methods, orthopedic and surgical measures, 
national schemes for treatment, and advertised 
remedies. 

Prophylaxis is very complicated, especially if 
arthritis is due in part to a vicious cycle including 
chronic sepsis, metabolic disturbances, and endo 
crine deficiency. 

Vaccine therapy is of value in some cases even 
though the bacteriology of the disease is question- 
able. Either stock or autogenous vaccines may be 
used. The dosage is more important than the type. 
The injections should be sufficiently small to prevent 
a severe general reaction and sutticiently large to 
cause a definitely favorable response in the local 
condition. The treatment should be begun with a 
small tentative dose of from 20,000 to 50,000 
streptococci if a septic focus is suspected, and with a 
dose of from 20,000 to 500,000 if no septic focus is 
present. The injections may be given in increasing 
strength every five or six days and continued for 
a few weeks if improvement follows. Protein- 
shock therapy has been generally disappointing. 

Drugs have no specific value, but pain-relievers 
such as the salicylates, phenacetin, and amidopyrin 
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are valuable. Cinchophen and other quinoline 
derivatives sometimes help, but must be used with 
caution because of their toxic effects on the liver. 
Salol, guaiacol carbonate, and other intestinal an- 
tiseptics may be employed in chronic cases. Iodine 
compounds are widely used. Methyl salicylate 
and A.B.C. liniment may be applied locally for the 
relief of pain. In lumbago, local injections of sterile 
glucose solution are beneticial, and in sciatica, the 
injection of sterile normal saline solution into the 
nerve sheath has been found of value. 

Endocrine therapy is limited to disorders of the 
thyroid and ovaries. The influence of any other 
glands is highly problematical. Villous arthritis 
and osteo-arthritis are often associated with hypo- 
thyroidism, whereas rheumatoid arthritis is often 
associated with hyperthyroidism. Monarticular 
osteo-arthritis is often found in women with uterine 
fibroids or menstrual irregularities, and is frequently 
relieved by diathermy treatments to the cervix and 
pelvic organs, possibly as the result of an effect on 
the ovaries. The conclusion is drawn that endocrine 
disturbances may predispose to, but do not cause, 
arthritis. 

With regard to diet, there is little uniformity of 
opinion. Food idiosyncrasies should be inquired 
into, but the patient usually knows what foods do, 
and what do not, agree with him. Adequate sup- 
plies of Vitamins A, B, and D are advisable, and 
constipation should be prevented or overcome by 
diet. 

The physical treatment indicated includes the 
application cf heat, massage, and exercises. Heat 
above too degrees F. is stimulating and beneticial. 
Massage is valuable except when it is applied to 
inflamed joints, where it is harmful, and when it is 
applied to ankylosed joints, where it is useless. 
An inflamed joint should be splinted in the best 
position. Active motion should precede passive 
motion. Activation of the local symptoms indicates 
further rest. Diathermy is especially valuable in 
osteo-arthritis of the hip and for pelvic treatments. 
Ultraviolet rays increase the general resistance, but 
have no other beneficial effect in arthritis. They 
may be beneficial in acute fibrositis, but may make 
sciatica worse. The value of the roentgen rays is 
questionable. Mineral waters and baths probably 
owe their value to the stimulation of general 
metabolic and excretory functions rather than to 
any specific ingredients in the water. The type of 
climate most beneficial varies in ditferent 
but as a rule a cold or cool temperature with pro 
tection from wind and dampness is best. 

The importance of orthopedic and surgical treat- 
ment is gaining wider recognition. Spondylitis 
should be treated early by recumbency with daily 
exercises for a month or more, and a spinal brace 
should be worn when the patient is allowed to get 
up. In active hip disease the first indications are 
the relief of weight-bearing, rest, and fixation. 
Later, use of the limb short of irritation of the joint 
will help maintain function, but deformities must 
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be guarded against by splints, exercises, and mas- 
sage. Manipulation of a stiff knee joint under anes- 
thesia should never be attempted unless the patella 
is freely movable. Even then, there is danger of 
fat embolism. It is well to allow six months to 
elapse between the subsidence of the infection and 
attempts at forcible joint manipulation. Forcible 
manipulation of stiff fingers should never be at- 
tempted as the results are invariably poor. The 
general principles outlined in this report for the 
treatment of the various joints and the optimum 
positions for ankylosis are essentially the same as 
those found in most orthopedic textbooks. 

Holland, Germany, and Sweden have more or 
less national schemes in operation for the treatment 
of arthritis. The Committee suggests a scheme for 
Great Britain. It is presented only in outline with- 
out specific details as to how it might operate. 

The Committee recognizes the need for legisla- 
tion for effective control of the traffic in proprietary 
and advertised remedies for arthritis. 

More attention to arthritis in medical schools and 
postgraduate special instruction for the general 
practitioner are recommended. 

Among the subjects suggested for future research 
are the incidence of the disease in the country as a 
whole, in various localities, and in relation to various 
trades and occupations; the nature and strain of 
bacteria responsible either by direct action or by 
their toxins; and methods for the detection of the 
responsible organisms or toxins. The Committee 
realizes that such research requires specially equip- 
ped hospitals and trained observers. In the field 
of biochemistry, the significance of the sedimenta- 
tion test awaits elucidation. Also necessary are 
further investigations on calcium metabolism, liver 
function, allergy, and the presence in the blood of 
hemolysins and glutathione. A classification satis- 
factory to clinicians, radiologists, and pathologists 
is highly desirable, and controlled experiments 
should be carried out to determine the relative 
merits of the many therapeutic methods advised 
for the treatment of the various forms of arthritis. 

CuesTER C. Guy, M.D. 


Keefer, C. S.: The Classification and Certain 
Pathological Aspects of Chronic Arthritis. 
New England J. Med., 1933, ccviii, 1027. 

The author states that there is perhaps no branch 
of medicine in which there has been more confusion 
in terminology than in the branch dealing with dis- 
eases of the joints. However, if the history of the 
terms is studied, it will be plain that the introduction 
of each term corresponded to some special con- 
ception. 

The terms applied to arthritis will vary with the 
special interests of the physician discussing the 
condition. The terms that are suitable for the 
pathologist may not be satisfactory to the clinician 
or the investigator interested in the causes of the 
disease. The American Committee for the Control 
of Rheumatism has proposed a classification based 


on the predominating pathological changes in the 
joints which were defined some years ago by Nichols 
and Richardson. The British Ministry of Health 
and the International League for the Control of 
Rheumatism have adopted similar classifications, 
but as the terms they use are different the confusion 
continues. For example, the term “atrophic arth. 
ritis” as adopted by the American Committee is 
used synonymously with the terms “rheumatoid 
arthritis,’ “primary progressive arthritis,” and 
“proliferative arthritis,’ and the term ‘hyper. 
trophic arthritis” is used in place of ‘‘degenerative 
arthritis,” ‘‘osteo-arthritis,’ and ‘‘arthritis de- 
formans.” In the use of any classification it is 
necessary to define precisely what is meant by the 
terms employed. 

From the standpoint of the clinician, the use of 
the classification adopted by the American Com 
mittee for the Control of Rheumatism has as its 
chief attraction simplicity. It seems to be further 
agreed that the 2 main divisions of arthritis proposed 
include only cases in which a specific cause cannot 
be proved. From the standpoint of anatomical 
diagnosis this classification is satisfactory, but one 
must not overlook the fact that the diagnosis of 
atrophic or hypertrophic arthritis should never be 
accepted as the sole diagnosis until all of the known 
causes of arthritis have been excluded. Nichols and 
Richardson repeatedly emphasized that the 2 
pathological types described by them (proliferative 
and degenerative) were probably caused by a variety 
of agents, and that the classification proposed by 
them was an anatomical classification. 

It is not a simple matter to make a precise diag- 
nosis in every case of arthritis even when the cause 
can be detected with certainty. Allison and Ghorm 
ley reported that of 41 cases in which the diagnosis 
of tuberculosis of the joints was made, only 27 (66 
per cent) were proved to be due to tuberculosis, and 
of 42 cases in which tuberculosis was not considered, 
it was proved to be present in 55 per cent. 

Because of these facts and the confusion of terms, 
Keefer stresses the importance of attempting to 
make an etiological as well as an anatomical diag- 
nosis. He states that when he refers to the etiological 
factor he refers not to infectious agents alone, but 
also to other factors such as trauma, static and 
mechanical defects, errors in metabolism such as 
those associated with gout, and bleeding such as 
occurs in hemophilia. 

It seems to Keefer that the study of arthritis has 
been hampered by a lack of exact knowledge regard 
ing the anatomical variations occurring in the joint 
structures with advancing age. Such knowledge is 
of importance with regard to the ultimate changes 
that may occur as the result of damage from the 
invasion of a foreign substance, the early effects of 
injury to joints, and the prevention of certain 
conditions. 

In an attempt to determine the changes that may 
be anticipated at various age periods, the author and 
his colleagues made a systematic study of 1oo knee 




















joints of patients coming to autopsy. Whenever 
possible, the entire knee joint was removed together 
with the lower end of the femur and the upper end 
of the tibia. When this was not possible, the entire 
articular surface was removed by means of a saw. 
{he gross appearance of the specimen was recorded 
and any areas appearing abnormal were studied 
histologically. 

Sixty-seven of the joints were obtained from males 
ind 33 from females. As the changes were precisely 
the same, both qualitatively and quantitatively, the 
2 groups are considered together. 

It was found that alterations in the knee joint 
increase with advancing age. The areas most fre- 
quently involved are those in contact and therefore 
those subjected to the greatest weight, movement, 
and strain. The anatomical changes are identical 
with those commonly recognized as occurring in 
degenerative or hypertrophic arthritis. In some 
cases they were seen in an early stage and in others 
in an advanced stage of degeneration. There is 
justification for the belief that degenerative or 
hypertrophic arthritis is a process associated with 
aging of the joint tissues. A full explanation of the 
various factors responsible for this process is still 
awaited. However, the conception that aging of 
joint tissue contributes to the changes is essential 
for a complete understanding and evaluation of the 
clinical condition known as degenerative arthritis. 
As all of the lesions in a joint involved by de- 
generative (hypertrophic) arthritis may be ex- 
aggerated or increased by trauma, haemorrhage, in- 
fection, the deposit of urates, the formation of loose 
bodies, or static deformities, the final result will 
depend on the summation of a number of factors. 

H. EARLE ConweE Lt, M.D. 


Phemister, D. B., and Hatcher, C. H.: Correlation 
of Pathological and Roentgenological Findings 
in the Diagnosis of Tuberculous Arthritis. 
Am. J. Roentgenol., 1933, Xxix, 736. 


Tuberculous arthritis may be primary in either the 
bone or the synovia, but there are no very reliable 
statistics as to the relative frequency of each. In 
either case a diffuse tuberculous synovitis eventually 
develops and the granulations attempt to spread over 
the surfaces of the articular cartilage and destroy it. 
In some joints the articular cartilages fit accurately 
together, while in others, particularly the knee, they 
are of a different contour so that there are large 
areas of both free surfaces and surfaces in contact. 
In joints with articular cartilages extensively in con- 
tact the granulations are kept off the surfaces of the 
cartilage, but they destroy the cartilage to some 
extent by erosion at the margins. In joints with 
surfaces of cartilage both free and in contact, the 
free cartilage is gradually overgrown and eroded by 
the granulations. 

As the disease progresses in any type of joint the 
articular cartilage suffers from nutritional dis- 
turbances and the action of toxins, and subchondral 
granulations, usually of a non-specific type and free 
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from tubercles, are formed. The granulations 
gradually absorb the bony articular cortex and 
deeper portions of cartilage, and may eventually 
detach the cartilage completely. Because of the 
absence of proteolytic ferments in tuberculous 
exudate, the loosened cartilage may persist for a 
long time. At this stage the roentgenogram of a 
joint with articular cartilages extensively in contact 
shows regional bone atrophy, reduction or loss of 
density of the shadow of the bony articular cortex, 
and preservation of the normal width of the cartilage 
space of the joint. In joints with extensive areas of 
cartilage not in contact, such as the knee, the over- 
growing surface granulations may destroy the entire 
thickness of cartilage and the underlying bony 
cortex in a part or all of such areas before there is 
extensive development of subchondral granulations. 
The roentgenograms of such joints show regional 
bone atrophy, diminution or disappearance of the 
shadow of the bony articular cortex in the regions 
not in contact, and preservation of the shadow of the 
bony articular cortex and of the cartilage space in 
the regions of the condyles and the tuberosities in 
contact. Eventually the entire articular cartilage 
may be destroyed. When this occurs, the roent- 
genogram shows narrowing or complete disappear- 
ance of the cartilage space of the joint. 

In the advanced stages there may be secondary 
invasion of the bone at the traumatized points of 
contact and weight-bearing with resulting large areas 
of necrosis. The invasion is usually bilateral at 
opposite points in the bones. After a long time such 
areas may become detached with the formation of 
“kissing sequestra.”” The roentgen characteristics of 
areas of secondarily invaded and necrotic bone are a 
more or less conical or hemispherical shadow of bone 
bordering on the weight-bearing portion of the joint 
with an incomplete line of demarcation about it and 
usually casting a denser shadow than the surround 
ing living bone. As a rule the shadow of the bony 
articular cortex of normal or reduced density is pre- 
served on it, and the condition is bilateral, giving 
the picture of kissing sequestra. In some instances 
there is complete destruction of the dead bone 
leaving pits or grooves along the joint surfaces. 

A small primary focus in the bone bordering on the 
joint may break down, leaving a pit or cavity, but a 
large focus becomes separated as a sequestrum and 
retains its original density. 

Tuberculous arthritis in young children varies 
somewhat in its pathological characteristics from 
tuberculous arthritis in adults. In the larger joints 
with relatively thick articular cartilages, particu- 
larly the knee, destruction by surface granulations 
of the portions not in contact is less complete than 
in adults. Subchondral granulations frequently do 
not detach articular cartilage. In the smaller joints 
with thinner cartilages and in older children the 
course of the condition is more nearly like that in 
adults. Partitioning of the knee joint by healing 
processes occurs oftener, and different degrees of 
involvement within the partitions are more pro- 
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nounced in children. Primary bone lesions that can 
be identified definitely by roentgen-ray examination 
or at operation are more frequently located in the 
metaphysis than in the epiphysis. Secondary bone 
invasion is usually bilateral in the joint and most 
marked at the points of weight-bearing, as in adults, 
but usually results in destruction rather than seques- 
tration of the necrotic bone, regardless of the extent 
of the involved area. 

Nine cases representing different types of involve- 
ment are reported at some length with especial 
regard to the roentgen-ray findings and the patho- 
logical changes determined after operation. The 
case reports are supplemented by roentgenograms 
and photographs. Apotea Hartune, M.D. 


McMaster, P. E.: Tendon and Muscle Ruptures. 
Clinical and Experimental Studies on the 
Causes and Location of Subcutaneous Rup- 
tures. J. Bone & Joint Surg., 1933, Xv, 705. 


Spontaneous rupture of a tendon may follow 
direct or indirect trauma. It occurs most fre- 
quently after indirect trauma such as that occurring 
when a forcefully contracted tendon is subjected to 
strong passive force in the opposite direction. Even 
under such conditions the tendon will rupture only 
if it has been weakened by previous injury, disease, 
or obstruction of its blood supply. 

“Baseball finger’ is usually a separation of the 
extensor tendon from its insertion, often with the 
detachment of a small fragment of bone. The treat- 
ment of this condition is hyperextension unless the 
patient is not seen until more than four weeks have 
elapsed since the injury. Under the latter circum- 
stances open operation is preferable to longer con- 
servative treatment. 

Direct violence over the first interphalangeal 
joint may cause a “buttonhole”’ rupture of the cen- 
tral dorsal slip of the extensor of the finger with dis- 
placement of the lateral slips. Open operation is 
necessary for a good result. 

Rupture of the supraspinatus and Achilles ten- 
dons and of the long head of the biceps brachii 
occurs only when there has been previous weakening 
by disease. 

Partial or complete muscle rupture is frequent. 
It occurs in either normal or diseased muscles as the 
result of direct or indirect violence. In many cases 
in which a diagnosis of sprain, myositis, or neuralgia 
is made the condition is probably a small muscle 
rupture. The author reports experiments which were 
carried out on the gastrocnemius muscle of rabbits. 
The muscle was left attached to the femur and os 
calcis and increasing weights were applied to the 
stretched muscle and tendon, both gradually and 
suddenly. This was done also after recent injury of 
the tendon and several weeks after the healing of an 
artificial tendon injury. It was found that when the 
tendon was normal it did not rupture, but its inser- 
tion to bone or muscle gave way. When the tendon 
or muscle was pulled from its origin or insertion a 
small fragment of bone was detached. Following 


severance of about three-fourths of the tendon, 
rupture did not occur with ordinary activity. Under 
severe strain, rupture occurred immediately onl\ 
when about one-half of the tendon was cut and failed 
to occur if the test was delayed for four or five 
weeks, until after the injury had healed. Healing is 
retarded by interference with the blood supply. In 
the rabbit the essential blood supply is carried in the 
tendon substance rather than mainly in the sheath. 
Therefore obstruction of the blood supply by liga 
tion of the tendon retards healing and favors later 
rupture. Stripping away of the sheath tissues is 
also a factor in tendon rupture. 
CuesTErR C. Guy, M.D. 


Daniel, R. A., Jr., Upchurch, S. E., and Blalock, A.: 
The Absorption from Traumatized Muscles. 
Surg., Gynec. & Obst., 1933, lvi, 1017. 

As, according to the theory attributing shock to 
toxemia, the absorption of toxic products from the 
injured area is responsible for the diminution of the 
blood volume and blood pressure in that condition, 
the authors carried out studies on dogs to deter 
mine the relative absorptive powers of traumatized 
and normal tissues. Phenolsulphonephthalein anc 
strychnine were injected. The studies with each 
included three groups of experiments: (1) those in 
which the injection was made into the muscle of the 
anterior abdominal wall of normal dogs, (2) those 
in which it was made into the anterior wall of dogs 
which had had one extremity traumatized, and 
(3) those in which it was made into the injured 
muscle of a traumatized extremity. 

In the experiments with phenolsulphonephthalein 
made on normal dogs most of the dye had been ab- 
sorbed and excreted at the end of four hours follow 
ing the injection. The average amount recovered in 
the urine was 94.5 per cent. When the dye was in 
jected into the abdominal wall of dogs with one 
extremity traumatized, the amount in the urine 
varied from 80 to 97 per cent and averaged 87.; 
per cent. The elimination of the dye was slower 
than in the cases. of normal dogs, and a greater 
amount was recovered in the second hour than in 
the first. In the experiments in which the dye was 
injected into the center of the traumatized area thi 
average amount recovered from the urine was 53.5 
per cent and the rate of elimination was considerably 
slower. From these findings it is evident that the 
absorption of the dye from injured muscle is mark 
edly diminished as compared with the absorption 
from normal muscle. 

In the experiments on five normal dogs in whic! 
strychnine (10 mgm. per kilogram of body weight 
was injected into the abdominal wall severe convul 
sions began from seven to twenty-one minutes afte: 
the injection and three of the animals died. Whei 
the injection was made into the abdominal wall o! 
five dogs with injury of one extremity, convulsion: 
began from six to twenty minutes after the injection 
and in four of the dogs were quite severe. All of th: 
dogs died. In the experiments in which the injection 
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was made into the traumatized muscle, convulsions 
began from one hour and ten minutes to three hours 
later. In none of the animals were the convulsions 
severe. The dogs with convulsions died from two 
hours and five minutes to sixteen hours after the in- 
jection. Death was almost certainly due to the 
trauma and not to the strychnine. These findings 
show that the absorption of strychnine from the 
interior abdominal wall is altered very little by 
trauma to an extremity, and that strychnine is ab- 
sorbed very slowly when it is introduced into a 
traumatized area. Rupotpu S. Retcu, M.D. 


Keyes, E. L.: Observations on Rupture of the 
Supraspinatus Tendon. Ann. Surg., 1933, xcvii, 
8409. 

Rupture of the supraspinatus tendon is related to 
subdeltoid or subacromial bursitis. It is a common 
lesion and often occurs after the fiftieth year of age. 

To determine its incidence, Keyes examined the 
supraspinatus tendons of seventy-five cadavers. 
He found a rupture in 14 (19.18 per cent) of 73 
cadavers; 19 (13.38 per cent) of 142 shoulders 
examined; 5 (17.24 per cent) of 29 white cadavers; 
9 (20.45 per cent) of 44 negro cadavers; 11 (18.97 
per cent) of 58 male cadavers; and 3 (20 per cent) 
of 15 female cadavers. 

The average age of the total number of cadavers 
was fifty-four and three-tenths years, whereas the 
average age of those with a ruptured tendon was 
sixty-five and a half years. The youngest cadaver 
with a torn tendon was fifty-one years old, and the 
oldest was eighty-six years. No torn tendon was 
found in the 28 cadavers under fifty years of age. 

Both tendons were torn in 5 cadavers and only 1 
was tornin 9. Of the unilateral tears, 5 were on the 
left side. 

In a typical lesion the ruptured tendon may be 
found to split 0.7 cm. lateral to the acromion and to 
proceed on either side of the tear to its insertion on 
the greater tubercle of the humerus. The underlying 
joint capsule is pierced so that the joint cavity is 
exposed. The rupture is usually triangular and is 
never complete. The torn edges of the tendon are 
smooth, but there is some fraying of other portions 
of the tendon and of the long head of the biceps. 
The greater tubercle is knobby and rough in its 
exposed portions. 

Akerson reported the incidence of rupture of the 
supraspinatus tendon as 48 per cent on the basis of 
the number of cadavers examined and 39 per cent 
on the basis of the number of shoulders examined. 
The corresponding figures given by Codman were 5 
and 5 per cent. Akerson’s high percentages are 
ascribed to the fact that the studies were made on 
the cadavers of aged persons with chronic disease. 

Keyes believes that the lesion is due to a traumatic, 
infectious, degenerative, or metabolic process which 
progresses with years, gradually causing degenera- 
tion of the floor of the subacromial bursa and wearing 
through the tendon at its insertion into the greater 
tubercle. Ruporru S. Rercu, M.D. 
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Foucault: 
Bone (Lunarite condensante 


Condensing Osteitis of the Semilunar 
ostéite condensante 
de chir., 


du semilunaire). Bull. ef mém. Soc. nat 


1933, lix, 360. 

While climbing a ladder, carrying a weight on his 
right shoulder, a boy fifteen years of age slipped and 
the weight dropped, forcing his right hand into a 
position of forced hyperextension. He felt intense 
pain in the wrist, but continued to work for a few 
days. At the end of three weeks the wrist was swol- 
len and could not be used. Physical examination 
showed flattening of the thenar eminence and slight 
atrophy of the muscles of the forearm. There was 
limitation of flexion to 20 degrees, of extension to 5 
degrees, and of adduction and abduction to 5 degrees. 
Roentgen examination disclosed flattening and in- 
creased density of the semilunar bone. The bone 
was decreased to halfits normal height and elongated 
from behind forward. Following resection of the semi- 
lunar bone by the dorsal route, functional recovery 
was rapid. At the end of two months there was an 
increase in flexion to 80 degrees, of extension to 45 
degrees, and of abduction and adduction to 30 
degrees, and pronation and supination were nor- 
mal. The muscle atrophy was improving, and the 
patient was able to go back to work without any 
incapacity. 

This is a case of Kienboeck’s ‘‘traumatic malacia,” 
a condition characterized by a history of trauma 
followed by an interval of freedom from symptoms 
before the development of disability. 

Mutel and Gérard have classified malacia of the 
wrist into three types. In the first type, fracture is 
primary. In the second type, the malacia is primary 
and pathological fractures take place in the diseased 
bone. In the third type the malacia seems to be due 
to a latent osteomyelitis and the picture is that of 
eburnated bone. 

The prognosis varies. In some cases recovery 
results under treatment by immobilization and the 
use of hot airand diathermy. In others, operation 
is required. Rostock reported twenty-one cases in 
which he extirpated the semilunar bone and thirty- 
seven in which he employed conservative treatment. 
In the surgically treated cases the disability was 
only 7 per cent whereas in the conservatively treated 
cases it was 20 per cent. Operation does not restore 
function completely or immediately, but relieves 
the pain at once. 

In the discussion of this report GUIMBELLO 
described a similar case in which he operated. His- 
tological examination showed only an ordinary 
inflammation. The patient left the hospital free 
from pain, but with a very stiff wrist joint. 

AupREY Goss Morcan, M.D. 


Craig, W. McK., and Ghormley, R. K.: The Sig- 
nificance and ‘Treatment of Sciatic Pain: 
Ambulatory and Institutional Methods. J. Am. 
M.. ASS:, 1033, C; TAS: 

Sciatica or sciatic pain may be a symptom of con 
stitutional or systemic disease, a tumor or intlamma- 
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tion of the spinal cord or sciatic nerve, derangement 
or an inflammatory reaction about the lumbar ver- 
tebrz, intervertebral foramina, or sacro-iliac joint, 
or postural strain. 

In the treatment the contributory factors must be 
considered and eliminated if possible. 

There is a large group of cases in which the sciatic 
pain is of uncertain pathogenesis, and efforts have 
been made to distinguish between sciatic neuritis 
and sciatic neuralgia. This may be possible clinically, 
but the authors were unable to find specific treat- 
ment separately applicable to the two conditions. 

The authors divide the methods of treatment of 
sciatica into the ambulatory and the institutional. 
Although the institutional form of treatment is the 
more efficacious, a certain percentage of the patients 
can be treated successfully by ambulatory methods. 
Institutional treatment can be used alone or to 
supplement ambulatory treatment. 

The ambulatory forms of treatment and their 
results at the Mayo Clinic were as follows: 

Epidural injection was done in eighty cases. In 52 
per cent relief was complete, in 24 per cent it was 
moderate, and in 22 per cent there was no relief. 
Diathermy, employed in thirty-six cases, was fol- 
lowed by complete relief in 33 per cent, moderate 
relief in 12 per cent, and no relief in 55 per cent. 
Epidural injection and diathermy were combined in 
twenty-one cases. In 42 per cent there was complete 
relief; in 10 per cent, moderate relief; and in 48 per 
cent, no relief. A sacro-iliac belt and diathermy were 
employed in fifty-two cases. Relief was complete in 
32.6 per cent and moderate in 13 per cent. In 54.4 
per cent there was no relief. Epidural injection, a 
belt, and diathermy were employed in eight cases. 
Eighty-five per cent of the patients were completely 
relieved, 2 per cent were moderately relieved, and 
13 per cent were not relieved. 

Of twenty-eight patients who were confined to 
bed and treated by double Buck’s extension, 
diathermy, epidural injection, intravenous injections 
of a foreign protein, and the removal of foci of 
infection, 85.7 per cent were completely relieved 
and 14.3 per cent were moderately relieved. Of 
fourteen patients given similar treatment without 
epidural injection, 63 per cent were completely re- 
lieved, 23 per cent were moderately relieved, and 
14 per cent received no relief. 


Brav, E. A.: Subchondral Granulation Tissue in 
Tuberculosis of the Knee Joint. J. Bone & 
Joint Surg., 1933, xv, 631. 


At the Mayo Clinic a study was made of 102 tu- 
berculous knee joints obtained by resection or am- 
putation. In 91, microscopic sections were made 
through various portions of the articular surface. 
The tissue having been decalcified with nitric acid 
and embedded in celloidin, sections were cut and 
stained with methylene blue and eosin. 

Subchondral granulation tissue evidently takes an 
active part in the progress of tuberculosis of the knee 
joint. Whether or not it can be shown to contain 
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definite tubercles, it is responsible for many of the 
pathological changes in cartilage and bone. Mar- 
ginal erosion of the bone in cases which appear 
grossly to have only involvement of the synovial 
membrane is one of its most important accom- 
paniments. Destruction of cortical bone with little 
if any diminution of the joint space is the result of 
the invasion of subchondral granulation tissue. 

Destruction of cartilage at the center of the joint 
is due largely to the presence of subchondra| 
granulations. In tuberculosis of the knee joint, 
cartilage is destroyed by: (1) the marginal pannus 
(2) tuberculous toxins, (3) the pressure of opposed 
articular surfaces, and (4) subchondral granulation 
tissue. 

When subchondral granulation tissue is present 
beneath the center of the joint the picture is some- 
what altered. The central cartilage is attacked from 
below, its nutrition is impaired, and it becomes less 
resistant to the effect of opposing pressure. Tuber- 
culous infection incites a response of granulation 
tissue beneath the cartilage, and this is one of the 
most important factors determining the site oi 
greatest cartilaginous destruction. Why in some 
cases there should be more central advance of this 
tissue with resultant destruction in pressure areas is 
not known. Weight-bearing seems to be only oi 
minor importance. Of the author’s specimens with 
greater central destruction about half were derived 
from patients with a history of having walked on 
the leg most of the time prior to the operation. The 
histories of the others indicated that at one time 
there had been treatment intended to place the 
joint at rest. 

The duration of the disease likewise appears to 
bear little relationship to the growth of subchondral 
granulation tissue. 

The question has been raised as to whether trac 
tion is indicated in the non-operative treatment of 
tuberculosis of the knee joint. It has been shown 
that the superficial erosion of cartilage at the center 
of the joint by the formation of pannus is prevented 
or at least delayed until the late stage of the disease 
by the pressure of the opposed surfaces. On the 
basis of this observation alone, traction would 
appear to be contra-indicated. However, if there 
is a central growth of subchondral granulation tissue 
in the joints and traction has not been applied, 
erosion of the central cartilage from the effect of the 
opposing pressure will result in most cases. Ob 
viously no definite rule can be established for the 
treatment of all cases. 

The severity of the tuberculous infection and the 
amount of individual resistance may be factors 
determining the amount of subchondral granulation 
tissue formed and consequently the site of greatesi 
cartilaginous destruction. In the cases reviewed 
there was no clinical evidence that such factors were 
causes of the changes mentioned. 

Subchondral granulation tissue seems to be ol 
importance in the formation of bony sequestra at 
the articular surfaces, In 41.7 per cent of the cases 











reviewed subchondral granulation tissue arising 
from the margins of the joints was found between 
the cartilage and bone. Of the specimens in which 
subchondral granulations were present, there was 
definite evidence of tuberculosis beneath the margin 
and center of the cartilage in 29 per cent. In several 
others tuberculosis was strongly suggested, but a 
definite diagnosis could not be made. 

Subchondral granulation is probably a tissue 
reaction to an infectious process rather than to 
foreign material in the form of degenerated cartilage. 
Whether or not it presents the cellular characteristics 
of tuberculosis, it must be considered potentially 
tuberculous. In tuberculosis of the knee joint sub- 
chondral granulation tissue plays an active part in 
the erosion of bone, the demarcation of sequestra, 
and the destruction of cartilage. 


Dieterich, P.: Cystic Meniscitis (La méniscite kys- 
tique). Arch. franco-belges de chir., 1931-32, XXxiii, 
617. 

Dieterich states that a condition described as 
‘“meniscitis” has often been reported in the litera- 
ture, but many of the cases were examples of a mild 
form of the condition, which he calls ‘‘meniscism,” 
and did not require operation. As most of them were 
treated by physical therapy, there was no his- 
tological evidence of true inflammation. True cystic 
meniscitis is rare. Dieterich has found the reports of 
only sixty-eight surgically treated cases. He him- 
self has treated eleven cases surgically and five cases 
conservatively. Seven of his patients were women 
and nine were men. The youngest was fifteen years 
of age and the oldest sixty-two. 

In the cases of old persons, cystic meniscitis is 
probably often diagnosed as rheumatism. The chief 
cause in women is a defective static condition, and 
the chief cause in men is external trauma. In all of 
the author’s cases the external meniscus was in- 
volved. The cysts therefore occur in tissue that is 
not very dense and is well vascularized. Without 
doubt there is a vascular factor in its causation. It 
generally begins at the vessel hilus, at the attach- 
ment of the anterior or posterior horn to the tibia. 
There is a degeneration or myxoid change of the 
connective tissue. 

The chief symptom is pain which causes limping. 
In all cases of painful knee an examination for 
cystic meniscitis should be made by inspection and 
palpation. If a cyst is present it can be palpated 
above the head of the fibula. The cysts vary in size 
from that of the tip of the little finger to that of a 
pigeon’s egg. The larger ones can be seen. When the 
knee is flexed, the cyst glides into the joint if it is 
not too large and can no longer be felt. Generally 
there are no roentgen signs, but ineach of the author’s 
cases there was a small exostosis on the external 
border of the plateau of the tibia. 

It is evident that in such cases physical therapy 
will do harm instead of good. The only treatment 
is resection of the meniscus. In the operation 
recommended by Dieterich a skin incision is made 
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beside the patella, running obliquely from above 
downward and from behind forward. A crucial 
incision is made in the tendons, but the capsule is 
incised horizontally as for the internal meniscus a 
little above the meniscus. A Boeckel splint is then 
put on for ten days. The patient is allowed up on 
the twelfth day, and mobilization is begun on the 
twentieth day. AuprREY Goss Morcan, M.D. 


Mitchiner, P. H., Ellis, V. H., Butler, R. W., Sle- 
singer, E. G., and Others: A Discussion on 
Acute Suppurative Arthritis of the Knee Joint. 
Proc. Roy. Soc. Med., Lond., 1933, XXxvi, 1279. 


MITCHINER reported seventeen cases of suppura- 
tive arthritis of the knee, none of which was due to 
a penetrating wound of the joint. In six, the con- 
dition was caused by the extension of infection from 
a nearby staphylococcic osteomyelitis. As treat- 
ment, Mitchiner recommended drainage by a long 
incision made laterally in front of the biceps tendon, 
followed by extension for three months, and then by 
weight-bearing in a plaster cast for three months. 
He does not encourage early motion unless the pa- 
tient is willing. He stated that 60 per cent function 
is a fortunate outcome. Py«mia of joints occurs in 
from 6 to 10 per cent of cases of scarlet fever. Early 
incision is advisable if the condition of the joint does 
not improve after one or two aspirations. Of the 
seventeen cases reviewed, amputation was done in 
three and death occurred in two. 

Exis called attention to the great bactericidal 
powers of the serous membranes and the fact that 
while surgeons have learned to trust this power in 
the abdominal cavity they are still doubtful of it 
in cavities lined with synovial membrane. The 
synovial fluid nourishes the articular cartilage. 
Therefore if it is lost by frequent washing-out of the 
joint the articular cartilage will tend to be destroyed 
and ankylosis will result. If penetrating wounds of 
the knee are immediately excised and closed, sup- 
purative arthritis will not develop unless there is 
gross soiling of the joint. Drainage is established 
best by two long incisions on either side of the 
patella with counter-extension downward if neces- 
sary. 

BUTLER reported that of twenty perforating 
wounds of the knee only three were. followed by 
suppuration of the joint. In about 20 per cent of 
cases of gonorrhoeal arthritis suppuration results 
from superimposed pyogenic infection. Synovial 
fluid is bactericidal when fresh and an excellent 
culture medium when old. Therefore early and 
repeated aspiration is advisable, and a free incision 
should be made if frank pus is present. Ankylosis 
resulted in about a third of Butler’s cases. In another 
third, good motion was obtained. In the rest the 
results ranged from fair to poor. 

GIRDLESTONE also advised repeated aspiration 
without washing out of the joint, followed by 
extension. 

SLESINGER stated that it is important to get the 
patient to move the joint freely. He has found that 
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this can be done if there is suflicient extension of the 
leg to separate the joint surfaces completely. 

CLARKE states that half of his patients had had a 
recent mild local injury and a fourth of them had a 
focus of infection. In the early stages some painless 
motion of the knee is possible and may delay the 
diagnosis unless puncture and examination of the 
joint fluid are done. Whether repeated aspiration 
or incision is advisable depends on the local and 
general progress of the condition under the former 
treatment. When anterior drainage alone is not 
successful, posterior drainage of the popliteal space 
is sometimes necessary. In Clarke’s cases fixed 
traction on a Thomas splint with dressings every 
two or three days and encouragement of active 
motion as the joint improves is continued for about 
two weeks. Then, a non-padded plaster cast is ap- 
plied for three or four weeks and the patient is 
allowed to walk freely during this time. Six out of 
seven patients treated in this way recovered full 
motion. Immediate active mobilization is probably 
not sound in principle. Moreover, it is difficult to 
carry out and its results are less satisfactory than 
those of temporary immobilization. Clarke re- 
ported twenty cases. Full motion resulted in ten, 
partial motion in four, ankylosis in four, and death 
in two. 

lAIRBANK stated that if the joint is markedly 
cdematous it should be opened thoroughly. He 
drains by two anterior and two posterior incisions. 
CHESTER C. Guy, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Wilson, P. D., and Osgood, R. B.: Reconstructive 
Surgery in Chronic Arthritis. New England J. 
Med., 1933, CCiX, 117. 

in the early stages of chronic arthritis the treat- 
ment should be medical and orthopedic. If such 
treatment were given in all cases, the number of 
arthritic cripples would be decreased. 

At the present time there are many arthritics who 
are completely incapacitated by arthritic joint de- 
formities which could be improved by reconstructive 
surgery. However, surgery should not be considered 
unless the disease is quiescent, the patient is in good 
physical condition and is able to co-operate and 
afford prolonged treatment, the end-result sought 
will be worth the effort, proper nursing care can be 
given, an adequate follow-up will be possible, and 
physical therapy equipment is available. Multiple 
operations in stages and a well-planned campaign 
of reconstruction are often required. 

In the atrophic type of arthritis the problems are 
more dillicult than in the hypertrophic type and 
surgery should not be undertaken until at least 
six months after all activity in the joint has ceased. 
In the hypertrophic type, activity is usually checked 
by rest so that the operation may be done at almost 
any time at which it offers hope of improvement. 
Gentle manipulation may be tried first. If success- 
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ful, it may render operation unnecessary. In cases 
of chronic arthritis of the knee with persistent 
chronic hydrops which resists all other forms of 
treatment, synovectomy is indicated. In other 
joints and in other types of the disease the results of 
synovectomy are usually disappointing. 

In long-standing cases of flexion contractures o/ 
the knee the authors have been performing what they 
call “posterior capsuloplasty.”” This consists in 
cutting the capsule posteriorly and separating the 
muscular and tendinous attachments to the posterio: 
surface of the lower end of the femur. The leg i: 
then placed in a cast in extension or, if full extension 
is not immediately possible, bone traction through 
Kirschner wires in the tibia and os calcis is employed 
until the leg is straight. Mobilization is begun afte: 
two weeks, and walking in caliper braces is allowed 
after four weeks. This operation has been satis 
factory in over fifty cases, but should be limited to 
cases in which the roentgenogram shows no severe 
damage to the articular surfaces. When the articula: 
surfaces have been severely injured, osteotomy is a 
better procedure. Osteotomy may be done for 
severe flexion contractures of the knee, hip, or 
wrist. In the form of hypertrophic arthritis known 
as “‘morbus coxe senilis,’”’ remodeling operations on 
the hip are often indicated. 

In atrophic arthritis, arthrodesis is indicated 
only for the midtarsal and subastragalar joints. I1 
is not necessary for the spine as the spine can be 
supported by braces until it becomes ankylosed by 
the disease. In hypertrophic arthritis of the hip 
arthrodesis is occasionally advisable, but ankylosis 
is difficult to produce. 

Arthroplasty yields its best results in the jaw, 
elbow, knee, and hip. According to the older teach 
ing, it should not be done in atrophic arthritis, but 
in recent years the authors have been performing it 
with increasing frequency in this condition with sur 
prisingly good results. It finds its widest range o! 
usefulness in ankylosis of the elbow. It gives good 
results also in ankylosis of the knee, but in thi: 
condition longer after-treatment is necessary. In 
ankylosis of the hip its results are less satisfactory 
The authors therefore recommend it only when thx 
ankylosis is bilateral. CuesTER C. Guy, M.D. 


FRACTURES AND DISLOCATIONS 


Inberg, K. R.: Investigations Regarding the Effect 
of Immobilization for Different Periods ot 
Time on the Rapidity of Consolidation of 
Fractures of Bones and the Restoration of 
Joint Function (Versuche ueber den Einflus 
verschiedenen langer Immobilisationszeiten auf dic 
Konsolidationsgeschwindigkeit von Knochenbruech 
en unter Beruecksichtigung der Wiederherstellun; 
der Gelenkfunktion). Acta chirurg. Scand., 1933, 
Ixx, 363. 

The purpose of this article is to discuss the 
question as to which of the two therapeutic methods 
‘mobilization and immobilization—has the bette: 
effect on the union of fractures. ‘To solve this 

















problem the author carried out fourteen experi- 
ments on dogs in which he kept ulnar fractures 
immobilized for various periods of time or left them 
entirely free and determined the time required for 
the occurrence of consolidation by roentgen-ray ex- 
amination. 

It was found that when the immobilization was 
not continued sufficiently long, at least twice as 
much time was required for consolidation as when 
immobilization was continued for an adequate 
period. After the elapse of half of the consolidation 
time revealed by roentgen-ray examination, dis- 
continuance of immobilization had no further un- 
favorable effect. Determinations of the mobility of 
the joints showed that, because of the resulting re- 
tardation of consolidation, too brief immobilization 
is more unfavorable than more prolonged im- 
mobilization which results in stiffness of relatively 
brief duration. 

The author concludes that in the treatment of 
fractures of the long bones immobilization is of great 
importance, and that until the optimum time of 
immobilization is known more exactly a fracture 
should be kept immobilized for half the con- 
solidation time shown by roentgen-ray examination. 


Nové-Josserand and Pouzet: A New Method of 
Restoring the Roof of the Acetabulum in Dis- 
location of the Hip (Nouveau procédé de restaura- 
tion du toit du cotyle dans la luxation de la hanche). 
Rev. d’orthop., 1933, xl, 240. 

Numerous operations have been devised to restore 
the upper border of the acetabulum in congenital 
dislocation of the hip. The essential feature of all 
of them is the creation of a bony projection to pre- 
vent upward and backward displacement of the 
head of the femur. The authors’ operation is based 
on a somewhat different principle. 

When the femur has been replaced the elongated 
capsule becomes plicated and thickened and, in the 
course of three or four months, sufliciently solid to 
give a certain amount of fixation to the femur. 
More important are the changes in the fibro- 
cartilage which is responsible for much of the depth 
of the acetabulum. In dislocation, the cartilage is 
displaced upward on the ilium and is flattened. 
Following reduction, the cartilage assumes _ its 
triangular form, and after seven or eight months 
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will permit weight-bearing. Ultimately there is a 
development of the bony acetabulum. This requires 
several years and is often incomplete. 

To aid these processes by surgical means the 
authors reduce the femur and mobilize the cartilage 
sufliciently to displace it downward into its normal 
position where they fix it by means of osteoperiosteal 
grafts introduced between the cartilage and the bone. 
In addition to holding the cartilage in place, the 
grafts form an accessory center of ossification. 

The joint is approached by a Smith-Petersen 
incision and the cartilage is mobilized with a sharp 
periosteal elevator. During the operation the thigh 
is held in abduction and subsequently it is main- 
tained in this position by a cast. In the cases of 
children seven or eight years old the cast may be 
removed at the end of a month and walking may 
be permitted two weeks later. In the cases of 
younger children the immobilization should be con 
tinued for two months. 

Twelve cases in which operation was performed 
from twenty months to four and a half years pre 
viously are reported with roentgenograms. Three of 
the patients were eleven, twelve, and thirteen years 
of age and nine were under ten years old. 

In the cases of the three patients eleven, twelve, 
and thirteen years of age an attempt was made to 
restore the articulation anatomically. On removal 
of the cast the limb was found to be blocked in ab- 
duction. In two cases subtrochanteric osteotomy 
was necessary, and in one the limb was forcibly 
straightened at the price of a crushed epiphysis. ‘The 
final results were good. 

Because of the muscular shortening which occurs 
in cases of long-standing dislocation, the authors 
believe that the operation described is not suitable 
for patients over ten years of age. In their cases of 
children under ten years of age the purpose of opera- 
tion was merely to stabilize the head of the femur in 
the new acetabulum. The functional results were 
entirely satisfactory. 

The authors consider the operation described best 
suited to patients between six and ten years old. 
Before the age of six years sutlicient space cannot be 
obtained to lodge the grafts, and after the age of ten 
years there is danger of producing a stiff joint. For 
patients older than ten vears the Lance operation is 
preferable. Apert F, De Groat, M.D. 











BLOOD VESSELS 


Petermann: Ligation of the Internal Carotid 
Artery (Unterbindung der Art. carotis interna). 
Zentralbl. f. Chir., 1932, p. 3073- 

The first case reported by the author was that of 
a woman twenty-five years of age. Ligation of the 
internal carotid artery was done. Hemiplegia and 
delirium set in soon after the operation and death 
followed within a few days. 

The second case was that of a fifty-year-old man 
in whom ligation of the external carotid artery was 
done in the course of resection of the right horizontal 
ramus of the mandible for carcinoma of the alveolar 
process. Hemiplegia and somnolence set in on the 
second postoperative day, and death resulted a 
few days later. The autopsy showed that the 
external carotid had been ligated about 1 cm. from 
the bifurcation. In the internal carotid there was 
a thrombus which extended down past the bifurca- 
tion and then up the other limb to the ligature. 

The third case was that of a twenty-six-year-old 
man. Hwmorrhage followed the extraction of a 
splinter from the lower jaw and ligation of the ex- 
ternal carotid artery was done. Death was caused 
in the same manner as in the preceding case. 

In the fourth case a forty-seven-year-old woman 
withstood ligation of the internal carotid artery 
without any sequel. 

The dangers of partial ligation and compression 
to support the circulation are discussed. The best 
procedure to prevent damage to the brain is un- 
doubtedly partial ligation by compression with a 
fascial strip. 

In the discussion of this report, ISRAEL cited a case 
in which, despite the absence of both carotid arteries 
(resection), complete healing took place because of 
well developed collateral circulation resulting from 
the arteriovenous aneurism. 

GONTERMANN reported the death of a fifty-year- 
old woman in whom the internal carotid was 
ligated by mistake for the external carotid artery. 

ZELLER described a method of systematic com- 
pression of the carotid arteries to stimulate the 
development of collateral circulation in the brain. 
The patients can do this compression themselves. 

SAUERBRUCH reported on the work of Perthes and 
Stierlin which explains the mechanism of extension 
of a thrombus from the external carotid artery into 
the internal carotid artery. STEGEMANN (Z). 


Neuhof, H.: The Diagnosis and Operative Control 
of Acute Pyogenic Phlebitis Complicated by 
General Septic Invasion. 
xCvii, 808, 

The author states that an acute phlebitis derived 
from, and in close proximity to, an infective focus, 


Ann. Surg., 1933, 
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which is usually secondary, is a frequent source of 
general septic invasion and therefore a not uncom- 
mon cause of death. When phlebitis occurs, the 
main venous trunk draining the infective or sup- 
purative focus is commonly involved. The inci- 
dence of acute phlebitis and, in particular, of acute 
phlebitis of large venous trunks in severe pyogenic 
infections is perhaps much higher than is generally 
believed. Of 150 patients with surgical septicaemia 
who were treated at the Mount Sinai Hospital, 
New York, 41 per cent had a phlebitis secondary to 
a suppurative focus. 

The successful results of treatment of phlebitis 
of the lateral sinus and of the pelvic veins warrants 
the application of the same principles to the treat- 
ment of phlebitis in other regions. In cases of in- 
fection such as adenitis, cellulitis, or abscess in the 
region of a large venous trunk which is associated 
with sustained fever, disproportionate fever, chills, 
or a positive blood culture, phlebitis is presumed. 

The phlebitis which the author has encountered 
at operation has ranged from slight changes in the 
wall of a patent vein to typical, white, hard, 
thrombosed vessels. From the microscopic ex- 
amination of excised specimens of veins, Neuhof 
draws the following conclusions: 

1. The degree of acute phlebitis cannot be es- 
timated accurately from the gross appearance of the 
vein at the time of operation. 

2. Incases of phlebitis not associated with throm- 
bosis, microscopic examination may show phlebitis 
at a site at which, grossly, the vein appears normal. 

3. A severe clinical course may ensue from a 
phlebitis which is not accompanied by thrombosis. 

As an accessible vein may be the feeding focus 
of surgical septicemia which may be fatal if treated 
conservatively, Neuhof advocates complete excision 
of the involved vein. He adheres to this policy not 
only when a definite diagnosis has been made, but 
also when phlebitis seems probable. In his opinion, 
proximal ligation is not a substitute for excision 
of the vein at the site of phlebitis. On several 
occasions he has excised the entire axillary vein, 
the right subclavian, the common femoral, and the 
external iliac veins without observing oedema of 
the extremities. The excision should always be 
carried well beyond the limits of infection in the 
vein wall. 

Several illustrative cases are reported. 

HERMAN E. Pearse, M.D. 


Laskey, N. F., and Silbert, S.: Thrombo-Angiitis 
Obliterans. Relief of Pain by Peripheral Nerve 
Section. Ann. Surg., 1933, xcvili, 55. 

The authors call attention to the importance of 
the relief of pain in the treatment of thrombo- 
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angiitis obliterans. They have recently substituted 
simple section of the nerves with immediate suture 
for alcohol injection of the nerves as the former 
gives assurance of complete interruption and avoids 
chemical injury to the surrounding tissues. 

The anatomy of the five nerves which supply 
sensation to the foot and the combinations of nerves 
which must be interrupted to obtain complete 
anesthesia in various areas are reviewed and are 
shown by illustrations. It is pointed out that di- 
vision of the deep peroneal nerve which supplies 
deep sensation is frequently necessary for complete 
relief of the pain even though the skin is anesthetic. 
The surgical details of dividing the five sensory 
nerves to the foot at the point of election are out- 
lined. 

Eighteen cases in which notable relief of pain was 
obtained are reported. Among them were four cases 
in which amputation was eventually rendered neces- 
sary by spreading infection or extensive gangrene. 
In only one of the eighteen cases was there failure 
of primary wound healing. Primary wound heal- 
ing occurred even in eight cases in which the pop- 
liteal artery was occluded. The dressing of ulcers 
and the removal of necrotic tissue and bone frag- 
ments was rendered painless. The authors believe 
that healing was accelerated either because of the 
improvement possible in the care of the wounds 
or as a direct result of the nerve section. Clinical 
evidence of nerve regeneration was present in all 
cases in which sufficient time had elapsed after the 
operation. Most of the patients have complete 
healing and are able to walk without difficulty. 
In none has there been any recurrence of the pain 
or ulceration. 

Peripheral nerve section does not relieve inter- 
mittent claudication, but, in addition to alleviating 
the pain in the foot, it yields the local advantages 
in the anesthetic skin area of sympathetic de- 
nervation without subjecting the patient to a 
formidable operation. W. J. Merte Scort, M.D. 


Zierold, A. A.: The Surgical Treatment of Arterial 
Embolism. J. Am. M. Ass., 1933, Ci, 7. 


The author reports 20 cases of arterial embolism. 
Of these, 10 were operated upon. In 1 case 2 
operations were performed. ‘The circulation was 
definitely restored in 8 cases. 

In the cases treated surgically the mortality was 
72.7 per cent, and in the cases not treated surgi- 
cally it was 87.5 per cent. The deaths were not 
caused by the embolisms or the operations, but 
were due to an associated serious cardiac disturb- 
ance such as is usually the underlying cause of an 
embolus. 

The author describes his technique of operating 
for an arterial embolism. 

He discusses the causation of arterial embolism 
and cites more than 118 cases reported in the litera- 
ture. While he advocates operative treatment for 
the larger arteries, he points out that gangrene will 
rarely occur when the emboli occur in smaller ar- 
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teries such as the brachial and axillary and at the 
bifurcation of the popliteal. Mont R. Rep, M.D. 


Gohrbandt, E.: Successful Embolectomy from the 
Abdominal Aorta (Erfolgreiche Embolektomie aus 
der Bauchaorta). Deutsche med. Wechnschr., 1933, i, 
15. 

Gohrbandt reports the successful removal of an 
embolus from the abdominal aorta. He states that 
this is the third case reported in Germany and the 
seventh reported in the world literature. The pa 
tient, a woman thirty-nine years old, developed 
signs of the embolus at 6 o’clock in the morning and 
was operated upon by Gohrbandt about five hours 
later. As it was impossible to remove the embolus 
by an approach to the femoral artery in the region 
of Poupart’s ligament, a laparotomy was done. 
Within twenty-four hours after the operation the 
circulation of both lower extremities showed so 
much improvement that all danger of gangrene had 
disappeared. 

Gohrbandt emphasizes that in cases of embolism 
it is always necessary to remove also the thrombus 
which is attached to the embolus. Some time ago 
he removed an embolus from the pulmonary artery, 
but the patient died on the third day as the result 
of previous apoplexy. Mont R. Ret, M.D. 


BLOOD; TRANSFUSION 


Luetzeler, H.: Experimental Studies on the In- 
hibition of Iso-Agglutinins by Heat and Its 
Importance in Blood Transfusion (I‘xperimen 
telle Untersuchungen ueber die Iso-agglutinations- 
hemmung durch Waerme und ihre Bedeutung fuer 
die Blutuebertragung). Deutsche Zischr. f. Chir., 
1933, CCXXXIX, 13. 

According to Oehlecker, the majority of the com- 
plications of blood transfusion are caused by he- 
molysis, and the occurrence of hemolysis may be 
assumed even when no urobilinogen can be dem- 
onstrated in the urine. Luetzeler believes that he- 
molysis occurs only when the donor is incompatible, 
under which circumstances hemolysis of the red 
blood cells of the donor is caused by the serum of 
the recipient. However, he has demonstrated that 
agglutination of the red blood cells can take place 
and lead to serious results also within the vascular 
system of the recipient. As proof, he reports the 
case of a hemophiliac of Group O who, by mistake, 
was given blood from a donor of Group A. ‘Tran- 
sitory shock resulted and when blood was with- 
drawn five minutes after the appearance of symp- 
toms, distinct iso-agglutination was already macro- 
scopically demonstrable. 

This danger is present also when the blood of 
a universal donor of Group O is injected into re- 
cipients of Groups A, B, and AB, as this blood 
contains Agglutinins A and B. ‘Therefore many 
surgeons disapprove of the use of universal donors. 
However, as a donor belonging to the same group 
as the patient is often not available, it is frequently 
necessary to use a universal donor. At the Lexer 
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clinic universal donors are frequently employed 
without complications. According to Luetzeler’s 
serological investigations it is certain that the 
serum of a donor belonging to Group O has the 
ability to agglutinate red blood cells, but dilution 
and temperature are very important factors in this 
process. Dilutions of from 1:5 to 1:50 (with serum, 
not with Ringer’s solution or salt solution as the 
latter contain chemical agents which neutralize the 
group-specific properties of Erythrocytes A and 
practically always those of Erythrocytes B) do not 
cause agglutination at temperatures of from 30 to 
37 degrees. Accordingly, the blood of universal 
donors is harmless with normal dilution and at 
body temperature, but dangers arise when dilution 
cannot take place, as, for example, in exsanguinated 
recipients, and when the blood is considerably 
cooled. Most blood-transfusion apparatuses cool 
the blood off considerably, even to as low as 30 
degrees. The author therefore recommends the 
Buerkle de la Camp apparatus, which produces no 
noteworthy cooling of the blood, and has been used 
with good results in hundreds of cases. Franz (Z). 


Rajgorodskij, I.: Serious Complications After Blood 
Transfusion and Their Causes (Schwere Kom- 
plikationen nach Bluttransfusionen und ihre Ur- 
sachen). Nov. chir. Arch., 1932, xxvii, 22. 

The author attempted to determine the degree 
of danger associated with blood transfusions. The 
question cannot be answered by statistics because a 
compilation of all cases of blood transfusion with all 
their complications is impossible. In large series of 
statistics dealing with blood transfusion, little at- 
tention is paid to the complications, and in the 
description of accidents, the total material is not 
reviewed. However, accurate analysis of the major 
complications yields certain valuable conclusions. 
In the literature the author was able to find 142 
cases of complications due to transfusion, 85 of 
which were fatal. The author divides such compli- 
cations according to their development into the 
following groups: 

1. The use of the donor without preliminary 
serological tests. In this class must be included 
all of the cases of blood transfusion with an un- 
favorable outcome which occurred before iso- 
agglutination was recognized. However, even today 
some physicians perform blood transfusions without 
serological control. Of 25 cases in which this was 
done, 13 were fatal. 

2. Deteriorated standard sera. The standard 
sera for the determination of the grouping of the 
patient and donor are very resistant, yet they may 
deteriorate and lose their agglutination power. If 
sera with a weak titer are used a positive agglutina- 
tion test may become doubtful or even negative. 
The donor is best selected by the following 3 pro- 
cedures: (a) determination of the blood group to 
which he belongs by means of previously standard- 
ized sera; (b) a direct cross-agglutination test; and 
(c) the biological test of Oehlecker. Of 3 cases in the 
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literature in which deteriorated standard serum was 
used, 1 had a fatal termination. 

3. Incorrect technique of blood-group determina- 
tion. In spite of its technical simplicity this de- 
termination requires a certain amount of knowledge, 
skill, and care on the part of the physician. Pseudo- 
agglutination and rouleaux formation of the 
erythrocytes may cause diagnostic errors. In order 
to avoid them, many clinics and dispensaries have 
the blood-group determination made independently 
by 3 assistants, and in some cases it is checked by 
repetition. In tables the author lists 13 fatal cases, 
and in the text he mentions 22 severe complications 
with 10 fatalities. 

4. Incorrect labeling. In this group are included 
the accidents arising from typographical errors, 
incorrect data of the physicians and their assistants, 
and mistakes due to the use of varying nomencla- 
tures of blood groups (Moss, Jansky, Dungern- 
Hirschfeld). Four cases with hemolysis, but with a 
favorable outcome have been found in the literature. 

5. Instability of the blood groups, that is, 
changing from one group to another, has not yet 
been established. All cases claimed to be of this 
nature were disproved on careful investigation, and 
in most of them a new cause of error was discovered. 
However, it must be recognized that the agglutina- 
tion power of the erythrocytes of the same person 
can undergo considerable change, and that the 
group relationship of donor and recipient must be 
established with one and the same serum. In order 
to avoid complications of this nature it is advisable 
never to rely entirely on a previously determined 
group relationship, but to undertake a direct cross- 
grouping before each transfusion. One case of this 
sort with a fatal termination has been reported in 
the literature. 

6. Subgroups. The existence of accessory or 
intermediate blood groups in respect to agglutinin 
has not been proved. The cases which have been 
described can be explained easily by cold agglutina- 
tion. Unfortunately, this atypical agglutination, 
whatever its explanation, has led to very serious 
results. Therefore it must be avoided by direct 
cross-agglutination just before the transfusion. Three 
cases of this character, 1 with a fatal termination, 
have been reported to date. 

7. Universal donors. The literature reports 11 
cases of serious complications, occurring after 
transfusion from universal donors to patients 
belonging to Group II A, especially those with 
severe anemia. In 6 cases death resulted. In order 
to prevent complications from this cause it is nec- 
essary to determine the serum titer of universal 
donors beforehand and to use only donors without 
a high serum titer for emergency transfusions. It 
should be noted that the otherwise valuable biologi- 
cal test does not seem to be of any value in these 
cases. 

8. Anaphylaxis. While the literature reports 
several cases in which the same patient has tolerated 
repeated transfusions (up to 60) without disturb- 
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ances, severe anaphylactic conditions (anaphylaxis 
and allergy) may occur and may cause death. Of 23 
cases, 10 were fatal. At the present time we are 
unable to prevent this complication, although some 
progress in this direction has been made. 

9. Nephritis. One of the most serious compli- 
cations is acute hemorrhagic nephritis without 
hemolytic manifestations. Of 6 cases, all were 
fatal. This complication should always be kept in 
mind. In the presence of nephritis, blood transfu- 
sion requires great caution. 

10. Technical faults of blood transfusion. A. 
Air emboli. The introduction of a small quantity of 
air is possible in every method of transfusion, but is 
usually not injurious. Only with gross technical 
errors can serious danger arise. In 2 cases cited, 
fatal air embolism resulted from the introduction of 
3 cm. of air. Certain important rules must be 
followed: The rubber tubing must be carefully 
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filled before the blood transfusion. A small amount 
of blood must be left in the tube at the end of the 
transfusion. The pressure-pump apparatus must 
not be used with the citrate method of transfusion. 
B. Acute cardiac dilatation in rapid blood trans- 
fusion. This occurs especially when a vein near the 
heart is used (jugular vein) and in myocarditis. As 
a rule the rate of transfusion should not exceed too 
ccm. in five minutes. The quantity of transfused 
blood plays no important réle. Three cases with 
fatal termination were found in the literature. 

11. Unknown causes of complications. In spite of 
correct selection of the donor according to the 
principles of group determination and the use of 
group-related blood, haemolysis occurred in 48 cases 
and 31 of the patients died. The causes of death 
are as yet unexplained. The author suggests that 
the selection of the donor may not have been 
accurate. G. ALrpov (Z). 











OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Lilienthal, H.: 
xcvii, 801. 


Electrosurgery. Ann. Surg., 1933, 


On the basis of 118 operations performed with the 
aid of electrosurgery, Lilienthal draws the following 
conclusions: 

1. The rapidity and character of healing in cuta- 
neous wounds depends upon the speed with which 
the incision is made. 

2. Only an instrument with extremely frequent 
oscillations is suitable for making the incision. 

3. The rate of healing of properly made wounds 
is equal to that of wounds which are made with a 
scalpel. 

4. The firmness of the immediate adhesion of the 
cutaneous edges compares well with that of ordinary 
incised wounds. 

5. Wounds made slowly or with an instrument 
with insufficiently rapid oscillations do not heal as 
well as those made with the scalpel. 

6. The histological appearance of healed wounds 
made electrically differs from that of incised wounds, 
but does not indicate tensile weakness or any other 
undesirable quality. 

7. A wound which is made electrically is more 
likely to be aseptic than a wound which is made 
with the knife. 

8. In checking hemorrhage from the smaller 
vessels electrical coagulation is much more speedy 
than, and quite as satisfactory as, ligation. How- 
ever, large vessels should be tied. 

9. In sloughing wounds there is danger of recur- 
rent or secondary hemorrhage no matter what 
method was employed. Most surgeons prefer liga- 
tion in such conditions. Electrocoagulation is 
absolutely aseptic; no ligation has the same degree 
of certainty. 

1o. When local anesthesia is employed in the 
section of muscle there is a sensation of electrical 
shock accompanied by contraction of the muscles 
as they are divided. Therefore general anesthesia 
is preferable in electrosurgery. 

With regard to precautions to be observed in 
electrosurgery, the author makes the following 
statements. 

1. It is believed that in the immediate neighbor- 
hood of the heart dangerous phenomena may occur 
because of muscular stimulation of this organ. 

2. No metal instrument in contact with the skin 
or with other instruments should be touched with 
the electrode. 

3. The electrode fastened to the patient’s arm 
or leg must be firmly secured and kept from contact 
with wet drapings. 
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4. No electrical spark should be employed near 
an explosive anesthetic or explosive cleaning 
fluids. 

5. When work is done in the mouth electrical 
contact with dental fillings and metal prosthetic 
appliances must be avoided. 

In conclusion Lilienthal says that operators inex- 
perienced in electrosurgery seem to have the impres 
sion that this type of procedure is of importance 
only for the extirpation of malignant growths and 
should not be employed when first intention healing 
is to be desired. As a matter of fact, electrosurgery 
as a routine represents a distinct advance over the 
more commonly used methods. 

Howarp A. McKnicut, M.D. 


Negus, V. E.: Bronchoscopy in the Diagnosis and 
Treatment of Postoperative Lung Complica- 
tions. Proc. Roy. Soc. Med., Lond., 1933, xxvi, 
1127. 

Negus discusses the causes, nature, prevention, 
and treatment of postoperative lung complications. 

The natural defences of the lung, such as the pro- 
tective closure of the larynx, cough mucus secre- 
tion, and ciliary action, and their protective réle in 
the normal lung and in the lung during general and 
local anesthesia are described. 

Under local anesthesia the larynx is often ren- 
dered insensitive, and blood, pus, or foreign bodies 
readily enter the trachea and bronchus. 

Secretions and foreign bodies may be dislodged by 
cough, but this protective mechanism may also fail. 
Anything entering the larynx during inspiration is 
sucked through the trachea and bronchus as far as 
their caliber allows. On expiration, the bronchial 
walls decrease in diameter and hold the foreign body 
more firmly. The more violent the cough the more 
firmly the foreign body is held. 

Ciliary action, which is an important aid in the 
removal of bacteria from the lung, is interfered with 
in the presence of large amounts of secretion, in an 
acid medium, and in the presence of liquid ether or 
chloroform. The walls of a bronchiectatic abscess 
are lined by transitional or squamous epithelium 
without cilia. 

The results of inefficient defence of the lungs and 
methods of treatment are discussed: 

1. Foreign body. If the presence of a foreign 
body in the tracheobronchial tree is suspected, a 
bronchoscopic examination should be made at once 
to confirm or disprove the diagnosis. If a foreign 
body is found it should be removed early in order to 
prevent the suppuration which will inevitably fol 
low if it is allowed to remain. 
£2. Diffuse suppurative bronchitis. This condition 
may develop after general anesthesia as the result 
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of the irritation of liquid ether or chloroform, paral- 
ysis of the cilia, or the aspiration of blood, pus, or 
vomitus. Dental sepsis is very apt to give rise to 
such an infection. 

Bronchoscopy is of great value in cases of severe 
postoperative lung suppuration. Removal of the 
pus and secretions prevents the patient from drown- 
ing in his own secretions. The secretions may be 
repeatedly aspirated through a rubber catheter if a 
tracheal cannula is in place. 

In acute inflammation the oedematous bronchial 
walls may come together during cough and prevent 
the escape of the distal secretions. 

3. Lung abscess and bronchiectasis with bronchi- 
ectatic cavities. The most common cause of these 
postoperative complications is an aspirated infected 
blood clot or foreign body. Entrance of blood and 
pus alone may cause bronchitis, but is not apt to 
produce an abscess unless a bronchus is partially or 
completely blocked. The block cannot be expelled 
by cough, inhibitory mucus cannot reach the bac- 
teria entangled in the clot, and ciliary action is of 
no avail. Even after the clot disintegrates, swelling 
of the bronchial walls usually prevents drainage and 
aeration of the distal lung tissue. Granulations fre- 
quently appear and further obstruct the bronchus. 
Cough may raise the pressure of retained secretions 
or air distal to the obstruction and thus blow out the 
weakened walls to form bronchiectatic cavities. 

Bronchoscopy should be used early in these cases 
to establish adequate drainage of entrapped infected 
materials. Granulations in the bronchial wall should 
be painted with a ro per cent solution of silver ni- 
trate. Repetition of the procedure may be necessary. 

4. Massive collapse. If medical treatment does 
not remove the plug from the bronchus, a broncho- 
scope should be passed under local anesthesia and 
the material aspirated and removed. 

5. Multiple bronchiectasis. Diagnostic bronchos- 
copy and drainage should be instituted in all cases. 
The aspiration of pus, destruction of granulations 
with a ro per cent solution of silver nitrate, and 
dilatation of stenosed bronchi afford considerable 
relief. Bronchiectasis is difficult to treat; usually 
nothing more than an alleviation of the symptoms 
can be obtained. 

A brief summary of various means of preventing 
postoperative pulmonary complications is given. 

During tooth extraction packing of the pharynx 
is an important precaution. In tonsillectomy per- 
formed under local anasthesia care to avoid cocain- 
ization of the larynx lessens the danger of aspiration. 
Also of importance is a dependent position of the 
head during operations on the mouth under general 
anesthesia. Dental sepsis should be treated before 
operation. In operations on the nose and mouth, 
endotracheal anesthesia is a safeguard and suction 
should always be used to remove excess secretions. 
rhe administration of large doses of morphine and 
atropin is inadvisable. Carbon dioxide inhalations 
at the termination of anesthesia are of value. 

Mary FE. Maturs, M.D 
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ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Ternovskij, S.: A Chalk Dressing for Burns (Der 
Kreideverband bei Verbrennungen). Nov. chir. 
Arch., 1932, xxvii, 381. 

For the treatment of second- and third-degree 
burns the author recommends powdered chalk, 
which he has used with good results in the treat- 
ment of over 400 children in the last five years. The 
advantages of this treatment are: limitation of the 
absorption of toxic decomposition products from 
the wound, rapid healing with minimal pain, cheap- 
ness, convenience in the handling of the dressing, 
and ease of nursing. The chalk dressing is prepared 
in the following way: 

A long layer of cotton from 1! to 2 cm. thick 
and covered with 1 or 2 layers of gauze is dusted 
or rubbed with powdered chalk as is done in the 
preparation of plaster bandages. It is then folded 
up and placed in a steam bandage-sterilizer for 
half an hour under somewhat more than 1 at 
mosphere of pressure. In this way the bandage is 
sterilized while the chalk is rendered harmless with- 
out being altered in its chemical composition. 

After the usual cleansing bath, the chalk dressing 
is laid on the burnt surface, covered with another 
layer of cotton, and fixed with a gauze bandage. 
The dressing is left in place for from three to ten 
days or longer. It is then changed in a water bath, 
in which it is easily freed. 

In non-infected cases 1 or 2 dressings are sufficient 
to bring about healing. In third-degree burns the 
chalk is replaced by a neutral salve as soon as 
granulations are formed. In burns of the face the 
surface is dusted with sterile chalk instead of being 
treated with the chalk dressing. A 1o per cent 
scarlet-red ointment is used to stimulate epithe- 
lialization. 

As the author’s cases of burns in children have 
been very severe, the mortality has been 40 per 
cent. G. Attpov (Z). 


Hinstorff, D.: The Relationship of the Prophylaxis 
of Tetanus to the Differences in the Regional 
Incidence of the Disease (Die Abhaengigkeit der 
Tetanusprophylaxe von der Verschiedenheit des 
regionalen Vorkommens der Erkrankung). Chirurg, 
1933, V, 9- 

The tetanus bacillus is ubiquitous, vet there are 
countries and regions in which tetanus is much more 
common than in others. This was evident in the 
World \Var. Tetanus is frequent in western coun- 
tries and rare in eastern countries. 

In discussing the question whether serum prophy 
laxis should be given in every case of injury, the 
author states that as early as 1926 failure to give 
such treatment was characterized by physicians 
and prominent jurists as negligence. Of the phy 
sicians replying to a questionnaire on this problem 
which was sent out by Hinstorff, only 30 per cent 
stated that they regarded prophylaxis as necessary 
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in every case of considerable injury, but all agreed 
that it is necessary in every case of field or street 
injury. Sixty per cent stated that it should always 
be given in machine injuries, and 33 per cent 
stated that it should be given in household injuries. 

The author calls attention especially to the fact 
that in 147 cases of anaphylactic shock which were 
listed in the replies to the questionnaire there were 
8 deaths. Therefore prophylaxis itself is not entirely 
without danger. However the danger is decreased if 
the protein content of the serum used does not 
exceed 5 per cent. 

The author’s conclusions with regard to the 
geographical distribution of tetanus are of interest. 
He states that a study should be made not only of 
the under-surface earth but also of the surface earth. 
Young came to the conclusion that tetanus is par- 
ticularly common in regions with chalky earth and 
it is true that during the war cases of tetanus were 
especially numerous in the chalky Champagne re- 
gion. Bulloch and Cramer concluded that tetanus 
infection is favored by calcium salts. This theory is 
supported by the fact that in Germany’s chalky 
island, Ruegen, tetanus is frequent. However, in 
the author’s opinion, a relationship between tetanus 
and geology has not been proved. and even bac- 
teriological studies of samples of earth are not 
decisive. Virulence is the important factor. 

In a study of the incidence of tetanus in a partic- 
ular region the density of the population must be 
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considered. Corrected on this basis, the figures 
received by the author in reply to his questionnaire 
show that the incidence of tetanus in Hannover is 
0.61 per cent; in Westphalia, 0.63 per cent; in the 
Rhein province, 0.78 per cent; in Bavaria, 0.81 per 
cent; in Brandenburg, 0.83 per cent; in Hessen 
Nassau, 0.84 per cent; in the Province of Saxony, 
0.86 per cent; in East Prussia, 0.87 per cent; in 
Saxony, 0.88 per cent; in West Prussia, 0.90 per 
cent; in Pomerania, 1 per cent; in Mecklenberg, 
1.21 per cent; in Oldenburg, 1 per cent; in Wuert- 
temberg, 1.21 per cent; in the Saar region, 1.23 per 
cent; in Holstein, 1.43 per cent; and in Silicia, 
1.56 per cent. 

Hinstorff concludes that tetanus prophylaxis is 
not equally important in all regions. The physician 
should base his decision not only on the character 
of the wound, but also on the conditions present 
in the geographical region. In regions where 
tetanus is endemic, prophylactic treatment should 
be given in every case of injury, whereas in regions 
where the infection occurs only occasionally, it 
should be given in cases of wounds which have 
come into contact with the ground. In regions 
where no case of tetanus has occurred for years, it 
is superfluous. In injuries sustained in accidents 
with vehicles of transportation it should be given 
in every case even though the accident may 
have occurred in a region free from tetanus. 

FRANz (Z). 
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Holfelder, H.: The Systematic Determination of an 
Optimal Rhythm for the Irradiation Therapy 
of Malignant and Benign Diseases (Die plan 
maessige Bestimmung eines optimalen Rhythmus 
fuer die Strahlentherapie bei malignen und_ be- 
nignen Erkrankungen). Strahlenthera pie, 1933, xlvi, 
72. 

On the basis of the present stage of the scientific 
study of irradiation therapy the author concludes 
that the timely rhythm of the irradiation dosage is 
disputed so vehemently because investigators draw 
their conclusions from very different experimental 
conditions and there is no satisfactory standard for 
quantitative estimation of the irradiation dosages 
administered in different rhythms. In itself, a reduc- 
tion of the average wave length of an irradiation 
mixture to below about 0.07 Angstrém units or an in- 
crease of the half-value layer above 1.0 mm. copper by 
reduction of the wave length causes no variation in 
the biological reactions. On the basis of Reisner’s 
investigations regarding skin erythema as a compara- 
tive standard, the author compares continuous irra- 
diation with interrupted roentgen irradiation (sim- 
ple fractional irradiation over a long period of time, 
protracted fractional Coutard irradiation, and the 
saturation method of Pfahler and Kingery). 

The Frankfort method, which has been used for 
malignant tumors during the past seven years, is de- 
scribed in detail. The average total duration of an 
irradiation series ranges from two to six weeks, and 
the average total dose at the disease focus ranges 
from 3 to 6.5 skin-unit doses or from 1,600 to 4,000 
r measured in air. On the first day the disease focus 
is given an irradiation dose of from 50 to 60 per cent 
of the skin-erythema dose; on the second day, only 
three-fourths of this dose; on the following day, only 
one-half of this dose; and finally still less. After 
from two to three. weeks the individual fractions are 
given at intervals of twenty-four hours, and toward 
~ end of the treatment, at intervals of forty-eight 

ours. 

The most effective total duration of the series per 
disease focus is presented in a table. In crossfire 
irradiation of a deep tumor the individual field is 
given each time up to from 300 to 330 r measured 
in air and the fields are so treated that a few days 
elapse between repeated irradiations of the same 
field. The skin erythema is used as a guide. 

Schemes for the procedure according to the num- 
ber of fields are given. Rhythmical distribution of 
the irradiation dose is of decided importance for 
successful results not only in cases of malignant 
tumors but also in the numerous indications for 
irradiation therapy in cases of benign disease 
processes. WEHEFRITz (G). 
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RADIUM 


Wallgren, A.: The Biological Effects of the Gamma 
Rays (Zur Kenntnis der biologischen Wirkungen 
der y-Strahlen). Acta. radiol., 1933, xiv, I11. 


The investigation herewith reported, which was 
carried out at Radiumhemmet, Stockholm, was a 
continuation of the author’s previous research re- 
garding the biological effects of roentgen and light 
rays. The tests were made on granulocytes (neutro- 
phile leucocytes) of normal blood. The irradiation 
was carried out with one of the radium applicators 
of the Radiumhemmet which contained thirty-four 
tubes of 50 mgm. of radium element each. The 
minimal distance between the lower poles of the 
tubes and the preparation was 3 mm. The filter 
was equal to 1 mm. of lead. During the irradiation 
the preparations were heated to 37 degrees C. 

When the irradiation was continued for fifteen 
minutes, some of the granulocytes became immobi- 
lized, but after the irradiation was discontinued 
they soon became normally active again. Under 
irradiation for from thirty minutes to an hour a 
great many of the granulocytes became immobilized, 
but after the exposure was stopped most of them 
became quite active again. When the irradiation 
was continued for an hour and a half the same phe- 
nomenon was observed, but afier fifty minutes a 
number of the cells were either dead or in the course 
of disintegration. The most marked effect was ob- 
tained with irradiation for from two to two and a 
half hours. When the irradiation was discontinued 
after that length of time, most of the granulocytes 
were either severly damaged, dead, or in the course 
of disintegration. 

The results of the experiments with gamma rays 
correspond in every way with those obtained in the 
author’s previous experiments. The first demon- 
strable biological effect of irradiation with either 
roentgen, light, or gamma rays was the immobiliza- 
tion of the granulocytes. Structural changes did 
not become evident until later. 


Thomas, H. E., and Bruner, F. H.: Chronic Radium 
Poisoning in Rats. Am. J. Roentgenol., 1933, xxix, 
641. 


Since soluble radium salts have been used in the 
treatment of disease for a number of years and since 
a number of watch-dial painters have died from 
the ingestion of radium, chronic radium poisoning 
has received considerable attention. Following a 
brief review of the literature dealing with the amount 
of radium given in therapeusis, the authors report 
studies on the excretion of radium and its disposi- 
tion in the body before it is excreted. These studies 
were carried out with a view to producing chronic 
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radium poisoning by the administration of small 
amounts of radium over a long period of time. The 
experimental animals were young rats. Five micro- 
grams of radium chloride were injected at irregular 
intervals. A total dosage of from 40 to 60 micro- 
grams was given over a period varying from one 
hundred and seventeen to one hundred and ninety- 
one days. The rats were observed clinically; at- 
tempts at mating were made; the radium content 
of various parts of the body and of the whole body 
was determined; photographic plates of the rays 
emitted from the bones were developed; studies 
were made of the red and white blood cells; weight 
changes were noted; changes in the bones were 
studied; gross and microscopic examinations were 
made of the various organs, especially the bone 
marrow, spleen, kidneys, lymph nodes, and sex 
glands; and the rate of excretion and the quantita- 
tive retention of radium in the body were recorded. 
The findings are shown by tables, graphs, roentgeno- 
grams, and photomicrographs. 

In discussing the results the authors state that 
it is difficult to interpret the blood findings in the 
light of the pathology of human blood. Concentra- 
tion of radium in the ends of the bones accounted 
for the earlier destruction of the bone marrow at 
these points. Lymphocytes were destroyed in large 
numbers. The mucus-secreting cells of the sub- 
maxillary glands and the cells of the medulla of the 
suprarenal glands were more susceptible than the 
other cells of these glands. The injury of the liver 
indicated a decreased secretory and storage func- 
tion of that organ. The kidneys showed acute 
parenchymatous nephritis. Females were not ren- 
dered sterile, but normal gestation was prevented. 
Degenerative changes in the testicles indicated that 
the rats would have been rendered sterile if they 
had lived long enough. Changes in the periosteum 
and endosteum indicated an irritative condition or 
a compensatory reaction in these locations. A 
marked decrease in calcified bone in the central 
portion of the bones was evident. Ninety-nine per 
cent of the radium in the entire body was located 
in the bones. A low content of radium in the man- 
dible is explained by the low concentration of 
radium in the ash of the teeth which makes up most 
of the weight of the total ash. 

A typical secondary anemia occurred in the in- 
jected rats. The experimental animals gained weight 
more slowly than the controls and lost weight very 
rapidly before death. There was a decrease of calci- 
fication in the central portion of all bones, and a 
concentration of calcium salts was found in the parts 
of the bones nearest the joints. Abscesses were 
formed in the soft tissues around the mandible. 
The central two-thirds of the shafts of all long bones 
showed hyperplastic bone marrow. The extremities 
and all other parts contained aplastic marrow. 
A great destruction of lymphocytes in the spleen 
and lymph nodes with an increase in lymphoblasts 
and plasma- and giant cells was found. The organs 
dealing with calcium metabolism, the kidneys, and 
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the intestines were found to contain a higher con- 
centration of radium than other soft tissues. The 
concentration of radium in the fetuses of a radio- 
active female was only 3.6 per cent of the concentra- 
tion in the parent. The quantity of radium re- 
tained by each rat averaged 24.6 per cent. During 
the first week radium was eliminated to the extent 
of from 50 to 65 per cent. The normal elimination 
established for 2 animals was 0.6 per cent per week. 
The types of rays which may produce systemic 
changes are described. The authors concluded that 
the alpha particles are of chief importance as they 
liberated go per cent of the energy of the radium. 
A. James Larkin, M.D. 
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Mennell, J.: Joint Manipulation (Upper Extrem- 
ity). Proc. Roy. Soc. Med., Lond., 1933, xxvi, 881. 
Mennell points out that conservative use of 
manipulation, in skilled hands, becomes a safe 
remedy which should be used more frequently. 

To treat a patient scientifically the first essential 
is accurate diagnosis. This is possible only by a 
thorough study of the physiology of joint movement, 
incliding movements which are not under voluntary 
control and the attachment of the ligaments of the 
joint. 

This article describes in detail all movements 
of the joints of the upper extremity and gives an 
explanation of beneficial manipulations. 

Numerous plates are included. 

GERTRUDE BEARD, R.N. 


Schinz, H. R.: The Operative and Irradiation 
Treatment of Cancer (Operative und radiothera- 
peutische Behandlung der Krebse).  Sirahlen- 
therapie, 1933, xlvi, 7. 

The author rejects the numerous proposals which 
have been made for the prevention of cancer except 
for the small number of occupational cancers. He 
emphasizes that the combating of cancer requires 
the elimination of all disputes of competency be- 
tween the surgeon and the irradiation therapist, 
recognition of their equality, and their codperation. 

The indications recognized by Forssell for radio 
therapeutic and operative methods are presented 
schematically. In operable and inoperable cases of 
carcinoma of the skin, lips, and cervix, which con 
stitute 19 per cent of cases of cancer, the treatment 
of choice is irradiation alone. In cases of carcinoma 
of the stomach, colon, rectum, kidneys, bladder, and 
prostate, which constitute 43 per cent of cases of 
cancer, surgery alone is the treatment of choice 
when the condition is operable and irradiation is 
being worked out for those which are inoperable. 
In cases of carcinoma of the oral cavity, thyroid 
gland, breast, ovary, and vagina, which constitute 
38 per cent of cases of cancer, the treatment oi 
choice is a combination of irradiation and surgery. 

On the basis of statistics from the literature of the 
world, which he presents in tabular form, the author 
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shows the advantage of irradiation therapy as com- 
pared to operation in cancer of the lip and cancer of 
the cervix. He compares the five-year cures obtained 
at the Radium Institute of Paris with those obtained 
by operation at the Brocca Hospital in Paris. The 
same conclusion may be drawn with regard to irradi- 
ation and operation in the treatment of malignant 
tumors of the oral cavity. The advantage of irradia- 
tion is especially evident in carcinoma of the larynx 
and pharynx. 

The frequency with which different methods of 
treatment were used in 350 cases admitted to the 
Zurich University Surgical Clinic is shown in a table. 
Fourteen and three-tenths per cent of these cases 
were treated by operation alone, 43.4 per cent by 
irradiation alone, and 33.4 per cent by both opera- 
tion and irradiation. 

Next, the special therapeutic measures and their 
results are grouped according to organs. A new 


classification for carcinoma of the breast is presented. 
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This is based on separation of the primary tumor 
stage from the stage of regional metastases and per- 
mits a comparison with the usual Steinthal stage. 
The primary stage is designated by Roman figures 
and the stage of glandular involvement by Arabic 
figures. The author calls attention especially to the 
epicritical proposals for the treatment of carcinoma 
of the breast—for Stages 1a, 1b, 2a, and 2b, radical 
operation by sharp dissection or with the electro- 
tome; for Stages 2c, 2b, etc. and Stages 3a, 3b, 3c, 
etc., preliminary fractional irradiation to render the 
condition operable, followed by operation; for Stage 
4, only protracted fractional irradiation for a pal- 
liative effect; and for postoperative recurrences, ir- 
radiation (for small recurrences the highest roentgen 
dose). 

In conclusion, all of the cases of carcinoma irradi- 
ated and followed up during the year 1931 are sum- 
marized in a table. Of 476 patients, 139 were free 
from symptoms. Hernz Krrcuuorr (G) 











CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Nissen, R.: The Blood Reservoirs in Man (Die 
Blutreservoire des Menschen). Klin. Wehnschr., 
1933, 1, 10. 

Nissen, a surgeon, discusses the blood reservoirs 
in man from the purely mechanical standpoint, that 
of gross physical relationships. He first compares 
pathological reservoirs to physiological reservoirs. 
As pathological reservoirs, he cites varicose veins, 
in which as much as 1% liters of blood may be 
retained, the signs of stasis in heart tamponade, 
and encroachments on the space around the heart 
which cut off the return of blood to the heart. In 
cases of acute heart tamponade both of the vene 
cave are usually strangled, whereas in chronic 
cases, such as those of mediastinopericarditis, only 
the inferior vena cava is involved. Of special in- 
terest are the pathological venous reservoirs in 
arteriovenous aneurisms which, according to Woll- 
heim, may increase the absolute amount of blood by 
from 20 to 30 per cent. This pathological blood 
storage may be likened to failure of the normal 
reservoir function. The latter is of importance in 
the severity of operative trauma which depends to a 
considerable extent on the quantity of blood in 
circulation. The quantity effect is made evident 
by simple exsanguination experiments and anzs- 
thesia experiments. Nearly every deep general 
anesthesia causes an overfilling of the blood vessels 
of the muscles such as occurs in freezing, which is 
compensated by contraction of the skin capillaries. 
If the skin capillaries are opened by heat stimulation, 
a dangerous fall in the blood pressure occurs. The 
conditions are similar in shock. 

From these observations a new theory has been 
evolved with regard to spinal anesthesia. According 
to this theory, there is a marked hyperemia of the 
lower extremities, the intestines, and the pelvic 
organs which is due to a vasomotor paralysis. As a 
result, blood cannot be supplied to the heart from 
these regions in moments of particular stress by 
contraction of the blood vessels. The blood pres- 
sure therefore falls and collapse occurs. The renal 
vessels do not participate, a fact to be considered in 
prostatectomies performed in the presence of renal 
injury. 

Peritonitis leads to injury of the entire capillary 
system. The lung is able to adapt itself in a crude 
mechanical manner to the quantity and rapidity of 
circulation of the blood. This is evidenced in 
massive atelectasis. On the pathological side there 
is an increase in the negative intrathoracic pressure 
which produces a suction action that, like paralysis, 
causes a dilatation of the blood vessels. Respiration 
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under positive pressure could not be resorted to 
safely without the physiological blood reservoirs of 
the liver and spleen. Forcible alteration of th« 
intrathoracic pressure, especially lowering of thi 
pressure within the respiratory passages, sucks out 
large quantities of blood into the pulmonary circu- 
lation and considerably reduces the bleeding in 
brain and spinal cord operations. Similarly, the 
quantity of circulating blood may be reduced, by 
as much as 2 liters, by tying off the extremities 
This method has been employed by Joeppritz anc 
others to lessen the dangers of general anesthesia 
It reduces the quantity of anesthetic necessary, ani 
the liberation of the blood of the extremities int: 
the general circulation on release of the ligatur: 
hastens detoxication. 

According to the physiologists, the spleen is one 
of the chief reservoirs of blood, but as a norma! 
spleen may be extirpated without causing a marked 
change in the quantity of circulating blood, it is 
evidently of less importance as a blood reservoir 
than seems apparent from experiments on animals. 

Franz (Z). 


Eliason, E. L.: The Surgery of Diabetic Gangrene. 
Ann. Surg., 1933, XCviii, 1. 

This report is based on 170 cases of diabetic gan 
grene operated upon at the Philadelphia Genera! 
Hospital. This group constituted 13 per cent of the 
cases of diabetes admitted to the hospital. In 95 pe: 
cent of the cases the gangrene occurred in the lowe: 
extremities. One-half of the patients did not know 
that they had diabetes until the gangrene occurred. 
Infection was a complication in 87 per cent of the 
total number of cases and in 95 per cent of the fata! 
cases. 

The author concludes that early surgical treat- 
ment is essential in diabetic gangrene, but th: 
patient must be properly prepared for it. The 
pre-operative preparation should include the ad 
ministration of insulin, carbohydrates, fluids, and 
perfringens antitoxin., 

Of the cases reviewed, a mid-thigh amputation 
was done in 76 per cent. In infected cases drainage 
was established. Spinal anesthesia was used in 8 
per cent of the cases and local anesthesia in 17 per 
cent. 

According to statistics, diabetics with gangren: 
have had seven years added to their lives by moder: 
methods of treatment. In the cases reviewed the 
operative mortality within twenty-four hours wa 
3.5 per cent; the hospital mortality, 41.8 per cent; 
and the mortality within a year after the operation, 
55 per cent. Only 10.4 per cent of the last 67 pa 
tients were alive after eighteen months. 

MANUEL E. Licatenstern, M.D. 











Andrewes, C. H.: Further Serological Studies on 
Fowl-Tumor Viruses. J. Path. & Bacteriol., 1933, 
XXXVii, 27. 

The studies reported were carried out to deter- 
mine whether the neutralizing properties in the sera 
were true antibodies, and whether the viruses were 
identical or merely antigenically related. 

The results indicated that viruses from the differ- 
ent tumors studied were serologically neither iden- 
tical nor yet wholly distinct. The sera showed a 
certain degree of specificity which may be regarded 
as further evidence that their neutralizing properties 
are due to true antibodies and not to a non-specific 
“inhibitor.” We have the analogy of the bacteri- 
ophages. All fowl-tumor viruses have some degree 
of antigenic relationship, but no two have yet been 
found to be serologically identical. The author be- 
lieves that they are probably interrelated much as 
are members of the same group of bacteria. 

M. HERBERT BARKER, M.D. 


Kaplan, I. I.: A Report of Over 1,000 Unselected 
Cancer Cases Treated in 1931 and 1932 at the 
New York City Cancer Institute, Welfare 
Island. Radiology, 1933, xx, 433- 


The study of 1,236 cases admitted to the Cancer 
Hospital on Welfare Island, New York, shows that 
cancer is an important cause of death in all races. 
However, certain cancers are more frequent in some 
races than in others or more frequent in one sex than 
the other. For example, cancer of the cervix is in- 
frequent in Jewish women, cancer of the skin, mouth, 
and tongue is quite uncommon in the colored race, 
and cancer of the breast is much less frequent in 
males than in females. 

The frequency of involvement of the different 
organs in the cases reviewed by the author was as 
follows: cervix, 17 per cent; breast, 11.9 per cent; 
stomach, 8.7 per cent; rectum, 8.4 per cent; tongue, 
4.8 per cent; face, 4.8 per cent; prostate, 4 per cent; 
ovary, 3 per cent; and oesophagus, 2.1 per cent. The 
other organs were less frequently involved. 

In cases of cancer of the lip the results of inter- 
stitial radium therapy were less successful than those 
obtained by surface radium therapy. 

Of the cases of malignancy of the tonsil, all but 2 
were those of men between fifty and sixty years of 
age. In the majority, the lesion was a squamous- 
celled epithelioma. 

In cases of malignancy of the oesophagus, favor- 
able results were obtained only when gastrostomy 
was performed early, before complete dehydration 
had occurred. In most instances emergency gastros- 
tomy was followed by rapid death. As a rule the 
treatment consisted of gastrostomy, forced feeding, 
and X-ray irradiation through the mediastinum. In 
a few instances radium therapy was attempted, but 
the results were not encouraging. 

In cancer of the stomach, early diagnosis and 
early radical operative treatment are essential to 
lower the death rate. The author has found irradia- 
tion of little avail. 
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In most of the cases of cancer of the rectum radium 
treatment was given with the proctostat which 
eliminates radium necrosis to a great extent and 
entirely prevents perforation necrosis and associ- 
ated peritonitis. Death was due in most instances 
to cachexia and extension of the local lesion. 

Cancer of the breast occurred more frequently in 
white women than in colored women and slightly 
more frequently in Gentile women than in Jewish 
women. The right and left breasts were involved 
with equal frequency. Bilateral involvement was 
uncommon. The condition was most frequent be- 
tween the ages of forty and fifty years. The most 
common lesion was an adenocarcinoma. Next in 
frequency were the duct-cell and scirrhous types of 
cancer. The best results were obtained in cases 
treated by pre-operative irradiation and careful 
surgery. Endothermic surgery was of value for 
ulcerated, bulky tumor growths, but did not give 
increased assurance against the development of 
metastases. 

Ovarian malignancy occurred twice as frequently 
in married women as in unmarried women and 5 
times more frequently in white women than in 
colored women. 

Cancer of the cervix occurred most often in white 
Gentile women who were married and had borne 
children. The lesion was most frequently a squam- 
ous-celled epithelioma and next most frequently a 
plexiform carcinoma. Adenocarcinoma was found 
in only r1 cases. 

In no case of carcinoma of the penis was the Was 
sermann test positive. In some cases dissection of 
the regional nodes was done. High-voltage X-ray 
therapy was used in all cases, and local radium 
applicators were employed in several. Only 2 
patients survived. Ten rapidly succumbed to sec- 
ondary infection and metastases. 

Josern K. Narat, M.D. 


GE NERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Schulze, W.: The Anatomical Conditions for 
Metastasis in General Infection (Ueber die 
anatomischen Bedingungen fuer die Metastasierung 
bei der Allgemeininfektion). Deutsche Ztschr. f. 
Chir., 1933, CCXXXiX, 34. 

This work is based on experiments on rats in- 
jected intravenously with small amounts of India 
ink after special preparation and on 365 clinical 
cases of general infection. They show that the shape 
of the capillaries is of importance in the frequency 
and type of bacterial lodgment in blood infection. 
The India ink injected into the rats was deposited 
in the individual organs in varying quantity and 
form depending upon the structure and form of the 
capillaries. ‘The following 3 types of capillaries 
were distinguished: 

1. Wide capillaries with a slow current and a 
close relationship to the reticulo-endothelial system. 
To these belong the capillaries of the liver, spleen, 
bone marrow, and lymph glands. In such capillaries 
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the India ink was deposited in a finely divided form, 
but was soon and quickly carried off by the blood 
or lymph route. In blood infection in man these 
organs undergo changes manifested by marked 
cellular reactions in the reticulo-endothelial system, 
but seldom show abscess formation. 

2. Elongated, loop-forming capillaries with wide 
variations in width and a close relationship to the 
reticulo-endothelial system. To these belong the 
capillaries of the lungs and kidneys. In the animal 
experiments the lumina of the capillaries in this 
group were found in places completely obstructed 
by the India ink. However, the India ink was 
rapidly eliminated because of the close relationship 
of the vessels to the reticulo-endothelial system. In 
blood infections in man, abscesses in these organs 
are frequently found in addition to cell prolifera- 
tions in the reticulo-endothelial system. 

3. Elongated narrow capillaries with only a 
slight relationship to the reticulo-endothelial system. 
To these belong the capillaries of muscles, perios- 
teum, and brain. In the animal experiments a more 
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or less extensive complete occlusion of the capillaries 
by emboli of India ink was found in these organs. 
The elimination of the India ink was delayed, but 
the total quantity lodged in the organs was small. 
In agreement with these findings, the number of 
bacterial lodgments in these organs in clinical cases 
is relatively small, but abscesses always develop at 
these sites. 

Further animal experiments yielded additional 
evidence of the importance of a focus of diminished 
resistance for the lodgment of bacteria from the 
blood in general infection. When necrotic areas 
were produced in an organ the experiments showed 
that the capillaries in the vicinity widen out, 
whatever the capillary form proper to the organ, 
and take an extraordinarily rich deposit of India ink. 

Finally, anatomical researches and investigations 
on freshly amputated legs showed that on contrac- 
tion of the muscles of the legs there is a decrease in 
the negative intravenous pressure which favors the 
entrance of infectious material into the circulation. 

E. Koenic (Z). 
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